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In this paper the writer will limit himself to a consideration of 
the “Herd” theory as a cause for atrophic rhinitis. Ozena, which, 
according to its Greek derivation, means really a stench, should 
not be considered a disease by itself, but rather a symptom of 
some other underlying pathological process. It seems to the writer 
that it would be less confusing to speak of all cases in which the 
characteristic atrophic changes with crust formation are present, 
as cases of atrophic rhinitis, whatever the cause may be. 

In considering the etiology of ozena or atrophic rhinitis from the 
viewpoint of accessory sinus disease, the “Herd” theory of Gruen- 
wald, Hajek Loehnberg, Michel and others, I, of course, am fully 
aware that we can only explain a certain percentage of the cases 
in this way. But I am convinced that a fairly large percentage 
of ozena cases are associated with disease of the accessory caviti 

[ would like briefly to give the results of my own observ: 

In 1904, in the January number of the Albany Medical Annals, 


preliminary report of the results of examinations of the accessory 


sinuses in ozena cases was given. In this paper the twenty-one 


cases then reported will be briefly reviewed, a1 
port of thirty-nine cases will be given, sixty in all. 
cases in which the characteristic atrophy of th 
crust formation was present. 

In eight of the twenty-one cases first reported, 
of sinus disease was found. In.four cases, chr 
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sitis, in two combined with chronic ethmoiditis existed. In three 
cases, ethmoiditis existed alone (cases of unilateral atrophic rhini- 
tis), and in one case chronic frontal sinusitis and ethmoiditis. In 
the three cases in which the ethmoidal cells were found diseased, 
the atrophic process was practically confined to the middle tur- 
binal body, and in these cases a direct etiological relationship 
certainly appeared to exist between the ethmoid disease and the 
localized atrophic changes. These cases were greatly benefitted by 
curettage of the ethmoid cells. 

In the second series of thirty-nine cases, accessory sinus dis- 
ease was found’ in six cases. In two cases ethmoid and antral 
disease was found, in two ethmoid disease alone, in one frontal and 
ethmoid, and in one ethmoid and sphenoid. In this series of cases 
also, in the two cases in which ethmoid disease was found, the 
atrophic process was practically limited to the region of the middle 
turbinate. The writer’s cases then show fourteen cases of acces- 
sory sinus disease out of sixty ozena cases, or about twenty-five 
per cent. 

The methods used in arriving at these results were briefly as 
follows: In every case as thorough an investigation as possible of 
the accessible sinuses was made. The nostrils of each patient 
examined were first freed of crusts, and thoroughly washed out, 
and then transillumination was employed. The maxillary antra in 
all cases in which the patient’s consent could be obtained, were 
punctured in the usual way through the naso-antral wall and wash- 
ed out. In the cases in which it was found that antral disease ex- 
instead, decomposing and usually foul smelling secretions were 
washed out. 

The diagnosis in the cases in which chronic frontal sinusitis was 
found, was made by transillumination and by washing out the sinus 
when possible. In one of these cases the radical operation was 
performed, and a greatly thickened and degenerated membrane 
with some pus was found. The nasal condition was greatly bene- 
fitted by the operation. In 6ne case in which ethmoid disease had 
been found, a large sequestrum was removed. It was part of the 
left lateral ethmoid mass. The ethmoid cells were filled with a 
thick, foul smelling secretion. This patient was probably a syphil- 
itic subject. 

Time will not permit me to give a detailed report of every case 
in which sinus disease was discovered, but it may be of interest 
to consider one or two of the individual cases. 
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In the case of Miss S., aged thirty years, a foul-smelling dis- 
charge had existed since childhood. In this case ethmoid and 
sphenoidal sinus disease was present. The atrophic process was 
so extensive that the sphenoidal sinus could be readily probed. 

Several operations were performed with the result that the crust 
formation and odor have practically disappeared. This patient 
[ have had under observation for many years. 

In another case, a boy, aged nine years, there was a history of 
an attack of nasal diphtheria five years before I saw him. His 
mother, who contracted the disease from him, stated that from 
the time he had diphtheria, he had suffered from occlusion of the 
nostrils, and an offensive yellow discharge. On examination, both 
nostrils were filled with badly smelling soft crusts, and the typical 
atrophy was present. When the crusts were removed, pus could 
be seen in the middle meatal region of both nostrils, and was 
found to come from the maxillary antra, Cultures were taken from 
both nostrils and examined in the Albany Bender Laboratory by 
Drs. Pearce and Winne, who reported that they showed the pres- 
ence of typical diphtheria bacilli, in conjunction with an organism 
that was probably Friedlender’s Bacillus mucosus capsulatus. The 
non-virulency of the organisms was proved by inoculating guinea 
pigs with pure cultures of the bacilli obtained from the nose. The 
animals all remained well. 

The mother positively stated that the boy’s nose had never 
troubled him before his attack of diphtheria, so that in this case 
there does not appear to be much doubt that the antral empyema 
caused by the diphtheria infection was responsible for the typical 
changes in the nose. It is also of interest that the bacilli were 
still in the nose after five years. 

The majority of the cases of atrophic rhinitis seen by the writer 
occurred in children and young adults, and in many cases a his- 
tory of measles, scarlet fever, or diphtheria from which the pa- 
tients had suffered early in life was obtained. A common state- 
ment of the mother or father was that the child had had a yellow 
discharge and bad smell from the nose off and on since the attack of 
scarlet fever or diphtheria, and this brings us to what I believe is 
one of the most important etiological factors in connection with 
the “Herd” theory of atrophic rhinitis and a strong argument in 
its favor. 

The discharge from the noses of these children, following their 
infectious disease, was caused by an infection of one or more of 
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the accessory cavities, and it is a reasonable deduction that in some 
such cases the mechanical irritation produced by the more or less 
constant discharge would finally lead to the atrophic changes in 
the membrane. 

The investigations of Pearce are of interest in this  con- 
nection because they show the frequency of accessory sinus dis- 
ease as a complication of diphtheria and scarlet fever in early child- 
hood. Pearce examined the accessory sinuses of fifty patients who 
had died of diphtheria or scarlet fever in the Boston City Hospital. 
Thirty-nine cases of diphtheria were examined, and in twenty- 
five, changes in the accessory sinuses were found; both antra in 
sixteen; both antra, sphenoid and ethmoid sinuses in two; one 
antra only in five, and the sphenoid sinus only in two. Of the 
eighteen double antrum cases, the exudate on both sides in three 
was a thick yellow pus; in three a purulent fluid with membrane, 
and in one, a cloudy serous fluid with membrane. Five cases of 
diphtheria with scarlet fever were examined, and in two changes 
in the antra were found; one was unilateral and contained a thick, 
yellow pus. Two cases of diphtheria with measles were examined, 
and both antra in each case contained a sero-purulent fluid. Four 
cases of scarlet fever were examined, one antrum was normal; in 
one case there was a double empyema, and in another, both antra 
and the sphenoid sinus contained greenish pus. 


Forty-four of these children were between the ages of two and 
six years. The fact that cultures from the nose showed the pres- 
ence of diphtheria bacilli, which in some cases on record per- 
sisted for months and years, is of great importance, because in 
such cases the infection undoubtedly persisted in the sinuses, and 
it is probable that sinuses so infected would not get well until they 
were opened and properly treated. Such conditions in very young 
children would very likely go unrecognized for a long time, and 
there is na good reason why the more or less constant discharge 
over the mucous membrane would not finally produce localized 
atrophic changes. There is no doubt that many of the cases of so- 
called purulent rhinitis of childhood, belong in this class. 

Emil Mayer has also reported a case of purulent antral empyema 
in a child two and one-half years old, following scarlet fever and 
diphtheria. 

These reports prove the fallacy of the theory advanced by some 


writers, that cases of atrophic rhinitis reported in very young chil- 
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dren, could not be secondary to sinus disease because the accessory 
sinus did not exist so early in life. It is probable that a large per- 
centage of children who have had infectious diseases, have, as a 
result, a purulent sinusitis, and a certain percentage of them cer- 


tainly later on have an atrophic rhinitis. 


Loehnberg, who at the present time, is perhaps the most enthus- 
iastic advocate of the “Herd” theory, states that he found the ae- 
cessory cavities diseased in every one of seventy-nine ozena cases, 1. 
e., twenty-four times an empyema of the sphenoid sinus ; six times of 
the frontal; ten times of the ethmoidal cells and thirty-nine times 
of the maxillary antrum. This is certainly a strong argument in 
favor of this theory. Alexander quotes the investigations of oth- 
er authors who reported twenty-two autopsies of atrophic rhinitis 
cases. The accessory sinuses were diseased in eight of these 
cases. 

Michel believes that ozena depends mainly upon a purulent in- 
flammation of the accessory cavities, particularly the ethmoid 
cells and sphenoidal sinuses, and Gruenwald also states that a con- 
siderable percentage of ozena cases are caused by purulent pro- 
cesses in the accessory cavaties. While Hajek is of this opinion, 
he does not believe that this alone is sufficient to explain the patho- 


genesis of the whole clinical picture of ozena. 


In conclusion, it appears to the writer that the “Herd” theory 
offers the most reasonable explanation for a fairly large percentage 
of atrophic rhinitis cases. None of the other theories, the rarefy- 
ing osteitis theory, the theory that the atrophic process follows a 
previous hypertrophy of the membrane, and others too numerous 
to mention, give a satisfactory explanation for the large amount of 


secretion necessary _to form the large crusts we see in some cases. 


The function of the mucous glands must certainly be seriously 
interfered with when they become destroyed, as they do in severe 
cases, because microscopical examinations do not show glandular 
elements in tissue atrophied to the extent that it is in certain ad- 
vanced cases of atrophic rhinitis. The secretions in many of these 
cases must come from the neighboring sinuses. If the theory that 
a rarefying osteitis, producing a shutting off of the blood supply to 
the mucous membrane, is correct, why should it in some cases pro- 
duce atrophy, and in others just the oposite condition, oedema 
and polypoid degeneration of the membrane? 
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A Case of Vincent’s Angina in which the Larynx and Trachea 
were Involved. H.W. Bruce. Lancet, Oct. 12, 1907. 
Describes a case in a man, aged 47, in which Vincent’s angina 
not only involved the fauces, but attacked the mucous membrane 
of the larynx and trachea. The characteristic bacilli were present 
in large numbers in smears taken from the slough, but no spirilla 
were discovered. Laryngeal obstruction necessitated laryngoto- 
my. At the end of five days, although respiration was relieved, 
the tissues of the neck around the wound were attacked by a slough- 
ing process. The skin and subcutaneous tissues were converted 
into a gray foetid material; the gangrenous process spread out- 
wards and downwards as far as the clavicle, the lungs became in- 
volved; and the patient died eleven days after admission. _ Post- 
mortem examination showed sloughing of the uvula. A thin green 
slough covered the ary-epiglottic folds, the mucous membrane be- 
low the false cords, and the trachea almost down to the bifurcation. 
The author remarks on the unusual features of the case, and com- 
pares it with the mild form of phagedaena or hospital gangrene. 


THOMSON. 











THE PATHOLOGY OF ATROPHIC RHINITIS WITH OZENA.* 


BY D. BRADEN KYLE, M. D., PHILADELPHIA, 


Much confusion exists in the nomenclature of these two coui- 
tions, largely due to the fact that different individuals apply the 
term “atrophic” to entirely different processes. One thing certain 
is that there are forms of atrophy peculiar to the nasal mucous 
membrane, and some of these conditions are associated with ozena. 
Why do we not have this condition of atrophy in other mucous 
membranes? This certainly does not exist, and it forces us to the 
conclusion that either the mucous membrane itself or its function 
predisposes this membrane to an atrophic change, or changes 

Personally, I believe there is'no one cause of atrophic rhinitis 
but that there are many conditions, both external and internal, that 
lead to pathological changes in the nasal mucous membrane, which 
bring about the condition known as atrophy. Seen at different 
stages, it will be described as a different variety; yet, the ozena 
which is associated with some cases and not with others, may 
have its origin in the altered secretion, in the secretion, even, of the 
glands of the mucous membrane, or may come from an involvement 
of an accessory cavity. This accessory cavity involvement may be 
primary, or it may be secondary. 

Very few observers have had the opportunity of studying a case 
from its beginning. It is always developed before the physician 
sees it. Personally, I have seen many cases of atrophic rhinitis 
with ozena, in which there was no involvement of the sinus, but in 
other cases I have observed the ozena was without any atrophy, in 
which there was involvement of the sinus: so that it brings us to this 
conclusion: That we may have atrophic change with ozena; we may 
have atrophic change without ozena ; we may have ozena and atrophic 
change in which there is associated a lesion of the sinus, either prim- 
ary or secondary. We may also have associated lesions of the sinus 
with ozena, in which there is no atrophic change in the nasal mucous 
membrane, and while the process when completed may be the same, 
yet the causes are different, and no one definite etiological factor 
can be assigned. 

On examination of tissue taken from atrophic cases, in some in- 
stances the tissue itself, even after removal, still had the odor so 


*Part of a Symposium read before the Section on Laryngology and 
Rhinology of the New York Academy of Medicine, February 26, 1908. 
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peculiar to ozena. This would seem to point to some chemical 
change in the gland structure. The odor of atrophic rhinitis va- 
ries, and I think is due to different causes in different cases. Va- 
rious bacteria have been found, but the same bacteria can be 
found in decomposed secretions elsewhere. 

The mucous membrane of the accessory cavities secretes very little 
mucous, and if these cavities are inflamed, then the secretion is not 
mucous but inflammatory product. The mucous secreted from the 
nasal mucous membrane under normal physiological conditions does 
not tend to form crusts and adhere to the mucous membrane. In 
atrophic rhinitis, with or without ozena, this, however, is the case, 
showing an altered mucous membrane and altered gland struc- 
tures, with necessarily altered secretion. That this secretion is 
altered is proven when an attempt. is made to thoroughly cleanse 
the mucous membrane. This we all know in an atrophic case is 
practically impossible to do. 

Atrophic rhinitis usually begins in childhood, it is very true, 
and it is possible that the blood supply is sufficient up to a certain 
period of development, and then, owing to faulty formation, as 
some of the blood supply comes through bony foramena, these may 
not develop sufficiently large to allow sufficient nutrition to be car- 
ried to the part; hence, the atrophic change. 

The general condition plays a great part as an etiological factor. 
So does heredity. I think, however, that we can sum up the whole 
condition as follows: That there is not any one etiological fac- 
tor as a cause of atrophy of the nasal mucous membrane. Second, 
that the source of the odor in the condition known as ozena has 
no one origin. Third, that there may or may not be associated si- 
nus lesion, either primary or secondary, to the atrophy or ozena; 
that we do have an atrophic condition which follows a simple chron- 
ic inflammation with contraction, that we do have an atrophic con- 
dition due to faulty nutrition from other causes; that we do have 
an atrophic rhinitis which is truly atrophic change. We may also 
have an atrophic rhinitis similar to that condition seen in the liver, 
which is known as red atrophy, in which the membrane, although 
puffy and cyanotic, is strictly atrophic as to function and cellular 
structure brought about by venous: stasis. No specific bacteria 
will account for all cases of atrophy of the mucous membrane or 
all cases of ozena. 


1517 Walnut Street. 











THE TREATMENT OF ATROPHIC RHINITIS, INCLUDING 
OZENA* 
BY ROBERT E. MYLES, M. D., NEW YORK. 


For convenience, and a more thorough understanding of its na- 
ture, the writer has divided the clinical history of the true or 
typical atrophic rhinitis into three stages: 

First: The mucopurulent stage of childhood. 

Second: The incrustation or ozena stage, which develops in 
patients between four and sixteen years of age, and never after- 
ward in patients observed by the writer. 

Third: The adolescent stage, which may be observed from the 
age of twenty-five to the end of the oldest life. 

The proposition that the early or incipient stage is the best one 
in which to treat a case of tuberculosis, cancer, diphtheria, and 
numerous other diseases, should hold equally well in atrophic rhini- 
tis. I have never been able to make or to find in recorded literature a 
compiete clinical history of a case of atrophic rhinitis. Bosworth’s 
remarkable and brilliant observations of the symptoms of the first 
Stage of this strange disease have been mostly corroborated by the 
patient’s statements for the author’s clinical data. My belief, 
based upon the best evidence which I have been able to collect from 
literature and patients, is that it essentially an infectious disease of 
childhood. Yet I am fully aware that the testimony and proofs 
are not sufficient to make this belief into a fact. 

I was prompted to participate in this symposium by the hope 
that some of the members of this Section and the Section of 
Pediatrics could be induced conjointly to colleect some reliable 
data concerning the first stage of atrophic rhinitis, The task will 
be difficult, for it must extend over many years. 

The writer has considereed nearly every case of bi-lateral peren- 
nial suppurative rhinitis in children as a possible atrophic case. 
He has commenced the treatment by removing whatever obstruc- 
tion there might be to the breathing, and also by increasing the na- 
sal drainage in any way that might seem expedient. Naturally, the 
little patients could not be expected to visit a specialist frequently 

*Part of a Symposium read before the Section on Rhinology and Laryn- 
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throughout a series of years for an almost unnoticeable post-nasal 
catarrh. Those whom I have seen from time to time and who 
have been fairly persistent in the home treatment, have so far 
failed to develop the foetid ozena type. I have been able to follow 
up only a very limited number of these muco-purulent cases, This 
would show that all cases of perennial suppurative rhinitis do not 
terminate after treatment in atrophic rhinitis associated with ozena, 
but it does not prove that all cases of atrophic rhinitis are not pre- 
ceded during childhood by perennial muco-purulent rhinitis. I am 
most anxious to know if any member of this Section has the history 
of an atrophic case in which there was not a perennial muco-puru- 
lent discharge in the rhinopharynx previous to puberty. 

The writer has used the alkoline solutions with the pipette and 
spray—such as Dobell’s, Seiler’s, or those of chloride or bicarbon- 
ate of sodium. It was noticed that they were more efficacious 
when used quite warm. A weak solution of hydrogen dioxide 
one in five or ten of water, instilled slowly into the nose, will aid in 
dislodging the mucous which may be fixed in the crevices and un- 
der the turbinals. After the nose has been cleansed according to 
instructions, the nurse or child is taught to use about one-half of a 
grain of a powder which is composed of one part of boric acid to 
two parts of aristol. This is to be insufflated into each nostril 
with the author’s aseptic powder blower, once a day, preferably be- 
fore retiring. The morning treatment is the same with the alka- 
line and germicidal solutions and the peroxide, to be followed 
by the use of either of the following ointments: 


R. Or— R. 

Ichthyol, drams i or drams ii. Nosophen, grains xxx. 
Lanoline, drams ii. Lanoline, drams ii. 
Vaseline alb. ad. oz. i. Vaseline alb. ad. oz. i. 


The best method of introduction discovered so far has been by 
twisting cotton on a match from end to end; then, covering the 
non-sulphurus end with the ointment, insert it about one-half to 
three fourths of an inch within the vestibule. Make firm presstire 
with the thumb and index finger of the opposite hand on the alae 
nasi and at the same time gently withdraw the match and cotton. 
After this, two or three times a day, an abolene spray with one 
grain each of eucalyptol, acid carbolic and menthol, to the ounce, 
is used through some reliable atomizer. 
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These little patients are seen usually at very irregular intervals. 
Turbinals are reduced when they appear to obstruct the drainage 
from the accessory sinuses and the fossae. The recesses are clean- 
ed with the cotton applicators, alternately dipped in solutions of 
various astringents, antiseptics and germicides. I have found a 
twenty-five to fifty per cent solution of argyrol the least irritating. 

We are waiting for the pathologist to give us the pathognomonic 
evidence of the first tage of atrophic rhinitis, so that we will know 
when we cure a case. Nearly all that has been written about 
atrophic rhinitis has been confined chiefly to the second stage, since 
the crusts and odor of this stage are most manifest and objec- 
tionable. 

The treatment of the second’ stage consists of removal of the 
malodorous crusts, the prevention of their reformation, and opera- 
tive procedures on the accessory sinuses. The generai details of 
the local, non-operative treatment of this stage have been given so 
often and so extensively by Dr. Richards and others that I will 


not detain you by repeating them. 


I present some perforated glass tubes made by Van Horn and 
Sawtell, which have been found safe and satisfactory when at- 
tached to a fountain syringe, provided they are moved about 
during the act of irrigation. The physician should carefully 
cleanse the nose and rhino-pharynx, and at the same time instruct 
the patient in a practical manner in all the manipulative details for 
cleansing and for preventing the formation of crusts of semi-in- 
spissated secretion. Patients should be instructed in the gentle use 
of the cotton applicators which have been dipped in the ointment 
or solutions which have been prescribed. They should also be 
taught how to apply the cotton or gauze tampons, when it is de- 
sired to modify or stop the air from passing through the nose. 
In the cases which show the diphtheria bacillus, I believe that 
we may expect much benefit from the use of anti-toxin. I have 
seen several cases which made marked and rapid improvement 
after the administration of anti-toxin for diphtheria. 

I have operated on the sphenoidal, ethmoidal, frontal and antral 
cells in several cases during the second stage. While decided reduc- 
tion was noticed in the amount of the secretion and crusts, it was not 
commensurate with the relief secured in similar cases which were 
operated on during the third stage. Judging from my experience, 
I can state that proper operative treatment of the nasal accessors 
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sinuses, in addition to the local treatment of the other stages, has 
given me the best general results. When safe and feasible, it has 
been my effort and custom to make large and permanent openings in 
the anterior sphenoidal cell walls, ethmoidal cell floors, and antro-na- 
sal walls. This, of course, in cases where secretion flows chiefly from 
the cells. 


In summing up, I will state that my treatment has been directed 
against a disease which | believe belongs essentially to childhood. 
The later manifestations of arrest of development and atrophy are 
more or less the results of mechanical flooding of the parts by a 
peculiar tenacious secretion. The cause of the secretion, in my opin- 
ion, is an infection which only finds a suitable culture soil on the 
mucoso before the age of puberty. 


In the treatment of the second stage, I thoroughly remove all 
the semi-inspissated secretions which readily undergo degeneration 
and decomposition and produce a most offensive gas. 


The writer has kept some of the crusty formations in corked 
bottles for several days, and the ordinary stench from atrophic 
ozena would be considered sweet perfume when compared to the 
odor from the bottles. Every effort should be made by the patient, 
under ‘the instruction of a physician, to prevent crust formation, 
and I advise operations, in favorable cases, on the accessory 
sinuses. 


In the third stage, when the atrophic changes are naturally on the 
decline, the objectionable features in many cases show signs of a 
spontaneous abatement and it is in this stage that operations on 
the accessory sinuses have given the best results. Ozena has dis- 
appeared after thorough operations in all cases of syphilitic or sup- 
purative necrosis of the bones, and in cases of putrid debris or de- 
generative conditions in the respective sinuses. 


46 West Thirty-eighth Street. 











THE TREATMENT OF ATROPHIC RHINITIS.* 


BY GEORGE L. RICHARDS, M. D., FALL RIVER, MASS, 


The treatment of Atrophic Rhinitis must be based somewhat on 
one’s idea of its etiology and pathology. In another sense, how- 
ever, the treatment is much the same, whatever theory one may have 
as to its etiology and pathology. There is an atrophy of the gland 
elements of the interior of the nose from some cause, accompanied 
by the pouring out of a thick, sticky secretion covering the nasal 
mucous membrane, the frequent presence of a vile odor, great dis- 
comfort and a sense of blocking up of the nose. The whole con- 
dition is intensely disagreeable to the patient and his friends and for 
this he seeks relief. It is evident that what is desired is an increase 
in the amount of, and a change in the quality of, the gland secretions 
together with the removal of the prime cause if it can be determined. 
This will be best brought about by the combined uses of internal 
and external remedies. 

Internal Remedies. These may be divided into two classes: first, 
those remedies which have been found to have some influence in 1n- 
creasing glandular activity of which iodin is the essential ingredient. 
Of these, Iodide of Potassium, Syrup of Hydriodic acid, and Iodide 
of Sodium are principally used. I have found Syrup of Hydriodic 
acid in teaspoonful doses to very materially aid in increasing the 
fluidity of the secretion. As many of these patients suffer from 
anemia, general tonics, especially those containing iron and arsenic 
are frequently necessary. The various types of these best suited to 
the individual case will readily suggest themselves. 


When the Pseudo-diphtheria bacillus or the Pneumo bacillus of 
Friedlander was thought to be the cause, many observers began 
using antitoxin, and with alleged good results. Mygind of Copen- 
hagen, reported some ten cases of genuine ozena treated exclusively 
this way. He used ten cubic centimeters in adults, five cubic centi- 
meters in children, repeating in eight to twelve days. \t the end 
of the first twenty-four hours, the crusts became softer and came 
away more readily. These good results were probably, however, 
entirely due to the fact that the antitoxins increased the glandular 


*Part of a Symposium read before the Section on Laryngology and Rhin- 
ology of the New York Academy of Medicine, February 26, 1908 
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activity, thereby lessening the fetor. This method of treatment was 
not infrequently accompanied by painful swelling at the point of in- 
jection and various forms of skin eruption. So far as any real cure is 
concerned, the method is probably useless, it is expensive, the dosage 
is large, and I think is not now much used. 

Local Treatment. A great variety of treatment has at one time 
or another found vogue, a variety so great that it is evident from 
its mere enumeration that relief of the condition and not the cure of 
the disease, is about all that is to be expected by the treatment. For 
local treatment we have first, destructive agents such as escharotics ; 
electrolysis, the positive copper inserted in the inferior turbinate, 
the negative platinum in septum; the galvano cautery; strong solu- 
tions of nitrate of silver ; perchloride of iron and the like. 

Grossman of Vienna is using the X-rays administered to the nose 
through a large funnel, the front of the body being properly pro- 
tected, and says he is getting improvement, though he has not used 
it long enough to make any definite statements as to its value. 

As deodorants, the list includes: Iodoform, Citric acid, Iodol, 
Camphor, Permanganate of Potash, Salicyclic Acid, Acetozone, 
Hydrogen Peroxide, Bichloride Mercury, 1-4000; Formalin, Lysol. 
While as stimulants, many of which are also deodorants, we have 
a long list, so long that I hesitate to read the names, even of those 
which I have found to be in more or less use: Aristol, Salicylic 
Acid, Tannin, Alum, Rhatany, Opium, various stimulating volatile 
substances, singly or in combination. Menthol, Thymol, Nosophen, 
Europhen, Menthoxol, Camphoroxol, Eucalyptus and other essen- 
tial oils; Cubebs, Tar, Pyoktanin, Borax in Glycerine, Chloride of 
Ammonium in Glycerine, Chloride of Potassium, Phosphate So- 
dium, Phosphate Ammonium, Terebene, Kreolin and Menthol 
Vasogen, Creosote, Creolin, Resorcinol, Ichthyol, Phenol Natrosul- 
phuricum, Kalisozoidol, Zinci Sozoiodol, Ammonio-Sulpho-Ich- 
thyol, 30-40 to 100; Stearate of Zinc alone and with many combina- 
tions; Yellow Oxid of Mercury, Rhodan, Nitrate of Silver in dif- 
ferent solutions and the proprietary silver salts. These are used 
in varying strengths and in every media, some in watery solutions, 
some in oily solutions, some as ointments, depending on the char- 
acter of the internal drugs. 

Mechanical stimulants in the form of medicated bougies and the 
use of cotton tampons, have had much vogue, also massage by elec- 
tricity and by rubbing the affected membrane with cotton tipped 
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applicators in order to increase the blood supply and stimulate 
gland activity. Injections of paraffin underneath the mucous mem- 
brane of the turbinate, especially the inferior, have been used with 
the double purpose of stimulation and of lessening the caliber of 
the nares. I think the results have not been such as to warrant its 
further use. 

Surgical measures within the nose have had their advocates. 
Curetting the nasal mucous membrane seems to me hardly indicated 
since after its use the new tissue which forms will be destitute of 
glands and can therefore be of but little use as a secretive tissue. Cor- 
recting deviations of the septum and the removal of projections and 
spurs, thereby balancing the two sides of the nose so far as the 
respiratory function is concerned, I have several times found to be 
of advantage. 

Iglauer of Cincinnati, on the theory that the saliva of the 
mouth might have a therapeutic effect in modifying atrophic pro- 
cesses and would perhaps have a stimulating or irritating effect 
upon the diseased mucousa, devised an Ora-Nasal Canula so as to 
bring the saliva into the nose. As this requires a surgical opera- 
tion and a permanent opening from the mouth into the nose, with a 
continuous wearing of the canula, this method of treatment has 
more of scientific interest than of practical value, since few patients 
would submit to such an operation even though results as in the 
three cases reported by Iglauer were satisfactory. Of the three 
cases reported by him, in which the canula was worn without dis 
comfort the first case relies chiefly on salivation, the second on 
salivation and irrigation, while the third, with scant salivary flow, re- 
lies chiefly upon irrigation. 

The various local applications are of value, and serve a useful 
purpose in the treatment of the disease, yet the good result ob- 
tained from them is, it seems to me, due as much to the thorough 
preliminary cleansing which is necessary before any application is 
made to the diseased mucous membrane as to any specific cura- 
tive power inherent in the remedy used. I have tried a great va- 
riety of these with the results about as good with one type of drug 
as another save that I do not think that medicines in oily solutions 
quite as good at watery solutions. In this connection I am entirely 
in accord with the remarks of Dr. French, made before the sec- 
tion in 1900: “Oily solutions unquestionably give vast comfort 
to the patient, but unfortunately, prolonged and uninterrupted use 
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of them is apt to hasten the course of the disease. First, because 
they aid in destroying the activity of the secreting glands by pre- 
venting proper evaporation; second, because they tend to choke 
and block the mouths of the glands themselves; and, third, be- 
cause they prevent, to some degree, the serum of the blood from 
reaching the current of air. Keeping the mucous membrane coy- 
ered with an oil simply lubricates it; affecting only the comfort of 
the patient for the time being, but it is in no sense curative. Oils 
should be used, therefore, sparingly, and, as a rule, intermittently 
and should be applied only after thorough cleansing of the nose 
with a saline wash, and that saline wash should be used before 
and after a spray of peroxide of hydrogen.” 

In the recently published transactions of the American Laryngo- 
logical, Rhinological, and Otological Society, Keiper of Lafayette, 
Indiana, and Beck, of Chicago, report their results in the treatment 
of the disease. Keiper regards the local use of strong solutions of 
nitrate of silver (20-30 per cent), as curative, while Beck, after 
mildly censuring me for not paying more attention to the sinus 
as a causative factor, in my paper of 1906, gives his experiences 
with the radiograph as a means of determining whether the sinuses 
are affected or not, and then reports the treatment of twenty-four 
cases thus radiographed, all but three of which showed some 
involvement of the sinuses. These he divided into six groups ac- 
cording to treatment: 

1. Irrigation of the various sinuses with iodine, formalin and 
sodium chloride: Results good. 

2. Intra-nasal operative interference: Relief. 

3. Paraffin injections into the inferior turbinate body: Im- 
provement at once, which has continued. 

4. High frequency current in nasal and pharyngeal spaces: 
Improvement. 

5. Biers’ constriction treatment: Improvement. 

6. Vapor therapy using iodine, formalin and sodium chloride: 
Great improvement. 

He thinks intra-nasal surgery gives the best results and that the re- 
sults of local treatment are due to hypermia and leucocytosis, this 
bringing about a resolution or restitution of glandular structures 
and normal mucous membrane. Beck’s results show that after 
caring for any sinus trouble which may be present, one method 


of treatment gives about the same results as another. 
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My own method of treating the individual case is somewhat as 
follows: First, a careful history, endeavoring to find out how 
long the disease has lasted, its probable etiology, its relation to the 
general health, and what therapeutic measures, if any, have been 
used. The nose and naso-pharynx are then thoroughly cleansed 
by syringing through the nostril and through the naso-pharynx a 
saline solution of which the well known Seilers’ tablet or some 
modification thereof, is the base. A considerable amount of solu- 
tion is not infrequently required. With the nasal speculum and 
cotton pledgets the nose and naso-pharynx are carefully cleaned 
of any remaining secretion and the condition of the mucous mem- 
brane ascertained. If there is the slightest reason for suspect- 
ing co-existent sinus disease, transillumination, puncture of the an- 
trum, and probing of the sphenoid and frontal are done. I have 
very rarely found accessory sinus trouble to be co-existent. When 
it is, appropriate treatment for the condition is at once undertaken. 
The patient is then instructed as to the nature of the disease and 
impossibility of a complete cure, the possibility and probability of 
great improvement and his own co-operation in the treatment re 
quested. Some form of stimulating application is applied to the 
nasal and naso-pharyngeal mucous membrane, preferably one con- 
taining icthyol and iodin or some of the milder silver solutions, as 
I do not believe that strong applications produce as good results as 
weaker ones. The patient is told to get a syringe, usually a three- 
ounce rubber one, instructed how to use it, and given a supply of 
alkaline tablets, two of which when dissolved in a glass of water 
will make a proper solution. With this solution, the nose is te be 
syringed at home three times a day at first. Syrup of hydriodic 
acid and some form of tonic is given internally and the patient 
instructed to report for treatment three times a week and cer 
tainly twice, until such time as he shall have returned with the 
nose free from crusts. With such treatment the crusts become 
more moist and less tenacious and in a short time the patient is 
much improved but is not cured and unless treatment be continued 
will soon relapse. I always tell such cases that unless they are 
willing to keep up the treatment for from six months to a year, 
faithfully keeping the nose clean much as they would brush their 
teeth, that it is useless to begin treatment. From time to time, 
variation is made in the local applications, the office treatment 
being continued until the patient returns free of crusts. In a few 


instances in young people, in whom I have been able to control 
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the treatment for a sufficient length of time, it has seemed to me 
that I have produced an absolute cure. In one case in particular, 
a girl of fourteen to sixteen years of age, whom J had under ob- 
servation for several years, there was apparently a perfect cure, and 
the last time I saw her, some four years after the beginning of the 
treatment, and two one one-half years after entire cessation, the 
nose seemed apparently a normal one. I have recently looked up 
several such cases with equally good results. I have, however, 
had other cases under observation the same length of time in which 
the conditions were fairly well controllable but the present state 
of affairs is, or would be if the treatment were omitted for any 
length of time, practically unchanged from the beginning. 


84 North Main Street. 


Roentgen Rays as an aid to the Diagnosis of Stricture of the 
(Esophagus. Bertram Dawson. Lancet, Oct. 26, 1907. 
Describes the method of watching the descent of the thick emul- 
sion of bismuth by means of the Roentgen screen. The results are 
better seen if the observer stands in a dark sentinel-box for ten 
minutes before the radiograph is thrown on to one side of it. 


THOMSON. 


On the Megaphone in Cases of Deafness. C. CrESSWELL 
Lancet, Oct. 12, 1907. 


Recommends an instrument measuring twelve inches in length 


BABER. 


six and three-quarters inches in diameter at the large end, and 
two and one-half inches in diameter at the mouthpiece. 


It is made 
of glazed cardboard, or 


metal, and is very inexpensive. It avoids 
any tube or ear-piece into the patient’s ear, 


and enables one to speak to the deaf person without first drawing 
his attention. 


the necessity of putting 


THOMSON. 











ATROPHIC RHINITIS AND OZENA.* 
BY CLARENCE RICE, M. D., NEW YORK. 


I took the liberty yesterday of jotting down a few points, my 
opinions and beliefs in regard to the etiology of atrophic rhinitis 
and ozena, and a few suggestions regarding the treatment of this 
disorder, because one’s creed regarding this obscure etiology needs 
to be carefully stated. I feel it is unnecessary to say anything in 
regard to either the pathological appearance or symptomotology 
because these parts of the subject have not only been thoroughly 
stated this evening, but are well understood. 

First, I have always felt that it serves no possible use to clas- 
sify atrophic rhinitis and ozena as two distinct diseases or forms 
of disease. No one has ever proven that these are two distinct 
or separate pathological processes. If one chooses to use such 
terms as atrophic or non-fetid catarrh and the other as ozena or 
fetid catarrh, perhaps no objection can be made, but I feel that 
no use is served in teaching this classification to the student, simply 
because in one case we have a malodorous condition and in the 
other not. 

I venture to-night to suggest a new subdivision of the forms of 
atrophic catarrh based on clinical appearances and symptomology. 
I think it may be shown that we have what may be properly term- 
ed an acute atrophic rhinitis, and, secondly, a chronic atrophic 
rhinitis. The chronic form is much more commonly seen; the 
acute form is the one occurring in children, or in young adults 
preceded by a profuse purulent discharge from both nostrils, a puru- 
lent rhinitis and oftentimes brought about by some of the eruptive fe- 
vers, diphtheria or grippe. I have long felt that the purulent rhinitis 
of children, so ably described by Dr. Bosworth, was, in the majority 
of cases, if not in all, a sub-acute bilateral sinusitis. 

We feel that we are authorized in styling this form of trouble 
acute because of its very rapid onset, profuse nasal discharge, ac- 
companied sometimes by slight fever, and soon a rapid degenera- 
tion of the turbinated bodies. Probably this same patient in middle 
life simply presents the ordinary appearance of an atrophic rhinitis. 


*Opening of the discussion of the Symposium read before the Section on 
Laryngology and Rhinology of the New York Academy of Medicine, Feb- 
ruary 26, 1908. 
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Purulent rhinitis, therefore, I believe to be a double sinusitis and | 
think that all forms of sinusitis are contributing causes to atrophy 
of the nasal tissues, but granted this, I cannot see how it can be 
reasonable to believe that sinusitis is the sole or usual 
cause of the atrophic process. In this acute form, the inflammatory 
condition is very much more active than the chronic, because it is 
attacking young, healthy nostrils, and probably a large number of 
virulent bacilli of various forms are engaged in the process of de- 
generation. 

A chronic atrophic rhinitis is the ordinary form of disease so 
familiar to all. 

Now a few words in regard to the general etiology. It seems 
to me that it is of very little use to discuss at great length the rela- 
tions between hypertrophic and atrophic rhinitis. Even if it is 
admitted that the atrophic process follows the hypertrophic one in 
the majority of instances, such admission throws no light on the 
etiology of atrophic catarrh. Why should atrophy follow hyper- 
trophy only once in twenty or thirty or forty of the hypertrophic 
cases and not be present in the larger remaining number. It is of 
little interest to say that there is in this disease atrophy of the 
blood vessels, nerves, muciparous folicles due to sclerosis because 
we know all this to be true, but why should such a process pro- 
gress in one case out of twenty or thirty, and not in the others 
which are exposed to the same climatic conditions ? 

Etiological factors are commonly divided into two classes, ex- 
citing and predisposing. We think there are many predisposing, 
or, as | much prefer the term, contributing causes, which aid in 
producing an atrophic process, but in weighing. the relative po- 
tency of the many contributing causes, it will be found difficult to 
state which is the most active. On the other hand, there may be, 
properly speaking, no exciting cause, and perhaps the sum total 
of all the contributary causes are sufficient to produce the dis- 
ease. If there is one exciting cause, it must be some special bacil- 
lus; that is, the disease must primarily be of microbic origin, This 
remains to be proven. 

It is interesting to consider the contributary causes, because I 
believe they are all important in the production of this disease, and 
I will mention some of them. ‘They are heredity, occupation, sex, 
age, lack of nasal and general hygiene, all forms of nasal obstruc- 


tion, including adenoids and sinus disease. It is unnecessary to 
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speak of these, point by point. Just here it occurs to me to say 
that I think atrophic rhinitis is disappearing in frequency. We 
certainly see fewer cases than in the old days and we believe that 
this is explained by the fact that nasal diseases are better under- 
stood and better taken care of. Even the careless patient, or the 
patient of little means, takes pains to get instruction as to the 
proper methods of washing and oiling the nose. Again, I be- 
lieve we see far more cases of atrophic rhinitis in our clinics than 
in our private practice, which proves that want of care or want of 
cleanliness and living under improper sanitary conditions have 
much to do with the causation of this disease. 


I have long felt that heredity was a strong etiological factor be- 
cause my observation has proven this, all children of one family 
showing the same atrophic tendency. I believe that people are 
born with nostrils so badly nourished in matter of blood and nerve 
supply, that atrophy readily takes place when the nasal chambers 
are attacked by some special bacillus or when the mucous surfaces 
are irritated by nasal obstruction, congestion or purulent discharge 
from the sinuses. I consider the Herd or Gruenwald theory of the 
causation of atrophic rhinitis, that it is produced by empyena of the 
sinuses simply one of the several contributing causes. It probably 
is not as important as the matter of heredity which means the lack 
of resisting power of the mucous membranes of those people who 
suffer from this disease. 


This proneness in some people to atrophy has its analogy in 
other parts of the body and in other forms of disease. We ought 
to say a word about the conditions of living and occupation. I 
have already said that this disease is much more frequently seen 
in clinics than in private practice and I consider this a significant 
point, not only in directing our attention toward etiology, but in 
suggesting treatment. I said in a paper on the treatment of 
atrophic rhinitis written in 1897, that I am willing to be frank 
enough at the outset to say that if it were left to me to select as 
between the value of the benefit to be obtained in the treatment of 
atrophic rhinitis by the use of all the local medications which have 
been employed, or, on the other hand, if I were given the opportu- 
nity to put my patient at out-of-door work and under favorable 
hygienic and sanitary conditions, I certainly should choose the lat- 
ter expedient, asking only that the patient should be instructed to 
cleanse the nose with a suitable wash. I consider, therefore, that 
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dirt in the atmosphere, uncleanly habits in living, are very potent 
factors in the etiology of atrophic catarrh. The too liberal use of 
alcoholic stimulants and of cigarettes especially are contributory 
causes to dryness of the nose and pharynx. 

To sum up my belief as to etiology, I will say that it is very 
probable that it will be found that the exciting causes of this 
atrophic disease is some form of bacteria, and we would place first 
and most important among the contributory causes a heredity or con- 
genital inherent feeble condition of the mucous membrane. Among 
the many forms of nasal disorder, contributing to atrophic rhini- 
tis, perhaps the most potent is a double sinusitis associated with 
grippe or eruptive disease. Thirdly, poverty, unhealthful personal 
conditions and working and living amidst unsanitary surround- 
ings. 

As to treatment: In my article on atrophic rhinitis, written 
some years ago, I stated the necessity of taking people suffering 
from this disease away from cities and unhealthful surroundings, 
and putting them at out-of-door work in the country. At that time 
I had the opportunity of sending eight persons, men and boys, who 
were suffering from advanced atrophic diseases, to a stock farm in 
New Jersey where they were employed as ordinary farm hands. 
They were taken from factories and workshops, and they had been 
treated by the ordinary remedies with little relief. The improve- 
ment in all these cases was most gratifying and [ advocated at that 
time that it was the duty of the physician and community at large 
to send cases of atrophic nasal diseases to country farms whenever 
it was possible to do so. My belief in the efficacy of this treat- 
ment remains unchanged. 

In conclusion I would say that I do not consider the prognosis in 
these cases nearly as discouraging as I formerly did, because I have 
seen so many patients who although washing and oiling the nasal 
chambers once or twice a day, express themselves as perfectly 
comfortable, and the patient’s comfort is of more importance than 
a normal appearing mucous membrane. 

It was Zeim who ordered his patients to the sea-shore or to the 
woods for a certain time each day in order that they might, as he 
expressed it, thoroughly ventilate their nostrils. 


123 East Nineteenth Street. 











THE ADVANTAGES AND DISADVANTAGES OF THE 
ENDO-NASAL METHOD OF OPERATING FOR 
EMPYEMA OF THE FRONTAL SINUS. 


BY ROSS HALL SKILLERN, M. D., PHILADELPHIA, 


Since the comparatively recent development of Rhinology to one 
of the foremost specialties of the day, the number of Rhinologists 
using, or who have made use of this procedure appear to be ex- 
ceedingly small in relation to those performing the external opera- 
tions. 

Diffenbach' appears to have been the first one to puncture the 
frontal sinus through the nose, which he accomplished by means 
of a pair of straight forceps. Schaeffer,* of Bremen, after a lapse 
of forty-two years, practised the method according to his own the- 
ory. The results appear to have been doubtful and after the in- 
vestigations of Grunwald* and Hajek‘ fell into disrepute in spite of 
the fact that Winkler,® through his anatomical investigations, at 
tempted to justify the method as being sound and practical. 

Myles® states that he originated the idea of taking out all of the 
bone between the central part of the nasal process and the frontal 
sinus as near the floor as possible and has operated on several cases 
in that way, keeping the sinus open for six weeks. He abandoned 


this operation because he could not chisel away the floor of the sinus 


through this opening, and it was difficult to enlarge the opening 
to the proper extent. 

[ have carefully reviewed the literature for the past fifteen years 
but failed to find a detailed account of this procedure. How 
ever, at the meeting of the Section on Laryngology of the A. M. A. 
in 1904, Myles stated that his ‘‘most brilliant results in the treat 
ment of empyema of the frontal sinus have been accomplished 
through removai of the anterior ethmoidal ceils and part of the 
floor of the frontal sinus through the nose.” The technique of th 
operation, however, is not stated. 

Spiess’ further developed the operation, using the X-Ray. which 
enabled him to follow the course of his boring instrument through 
the ductus-frontalis into the sinus. 

Ingals* uses a sound conductor which is first passed into the sinus 
a hollow burr is then slipped over this conductor, the electric cur- 
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rent turned on, and the instrument easily penetrates into the 
sinus. 

Halle® protects the posterior wall of the sinus by means of a 
grooved instrument and removes the antero-superior nasal spine 
with an electric bore. These methods, particularly the latter pro- 
cedures of Ingalls and Halle will now be considered more in de 
tail. 

Schaeffer? says: “A two mm: .thick, strong but flexible steel 
sound is carried along the dorsum of the nose between the sep- 
tum and middle turbinate directly toward the floor of the frontal 


sinus. The sound being pushed steadily upward, a fine crackling 
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sound is soon heard as though thin plates of bone were being bro- 
ken. A strong resistance is felt, but the sound is further pushed 
until finally one has the feeling as though it had penetrated into a 
cavity. Two to four teaspoonsful of blood flow out of the nose 
following its entrance. A discussion of this method is superfluous. 

Spiess’ used a borer three mm. in diameter in the form of a half- 
circle (believing that it bores more quickly and does not become 
heated), and subsequently enlarged the opening toward the sides 
and especially posteriorly one-half mm. with a fraise of the same di- 
mensions. Sometimes it is necessary to interrupt the operation for 
short intervals when the antero-superior nasal spine is very thick. 


He warns that it is necessary to hold the handle of the instrument 
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with both hands lest it suddenly glide into the sinus and strike the 
posterior wall. Spiess himself states that the method is not re- 
liable from a therapeutic standpoint except in cases of acute 
empyema. 

The objections to this method are 

(1) The ever present danger of injuring the posterior wall 
of the sinus owing to one being unable to control the sudden slip- 
ping of the instrument into the sinus. 

(2) In acute empyema it is probably superfluous as the dis- 
ease practically always heals after the various conservative meth- 
ods (scarification of anterior end of middle turbinate, resection of 
anterior end and washing out of sinus, etc.) 


(3) Necessity of the presence of a large X-Ray machine, 





Fig. 2. (1) Lamella of Processus Uncinatus (2) Lamella of Bulla 
Ethmoidalis. (3) Lamella of Middle Turbinate (4) Lamella of Superior 
Turbinate. (5) Lamella of Fourth Turbinate. 

Ingals* method: A steel pilot similar to a sound is introduced 


into the frontal sinus, a hollow burr with a. flexible 
sheath is slipped over it and the chuck attached to a dental engine. 
Gentle continuous pressure is then made and in a few seconds the 
frontal sinus has been entered. After the sinus has been cleasned, 
a strip of gauze, saturated with ninety-five per cent carbolic acid, 
or a ten to twenty per cent solution chloride of zinc is introduced 
by means of a gauze packer and allowed to remain a few minutes. 
A gold tube is then placed in the canal and allowed to remain, thus 
completing the operation. 

The advantages and disadvantages of this method may be enu- 
merated as follows: 
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ADVANTAGES. 

(1) It may be valuable from a diagnostic point of view, i. e., 
shut in empyema of the frontal sinus. 

(2) The operation is indicated when it is not possible to wash 
out the sinus even after removal of the interior portion of 
middle turbinate 

DISADVANTAGES. 

(1) The anterior ethmoidal cells are practically always diseased 
and it is not only possible but very probable that the side of the 
gold tube would occlude their ostii and lead to further complica- 
tions. 





Fig. 5. From the collection of Dr. M. H. Cryer 


(2) There is some danger of wounding the posterior 
wall, ® *° 7* Jamina cribosa or lamina papyracea’’ by a lateral grind- 
ing action of the burr, in spite of Dr. Ingals’ assertion to the con- 
trary. (See anatomical disadvantages. ) 

(3) The operation is useless when the mucous membrane has 
undergone great degenerative changes. 

(4) The operation may be likened to Cooper’s operation on 
the maxillary sinus with its disadvantages, i. e., the great tendency 
of the opening to close. If granulations form around a prothese in 
the alveolus, why would they not form around the gold tube of 


Ingals in the ostium frontale, especially when the mucous mem- 
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brane has been cauterized with a ninety-five per cent carbolic acid 
or a ten to twenty per cent solution of chloride of zinc?” 

Halle’s method® (quoted): ‘“‘] introduce a probe as high as pos- 
sible into the frontal cavity. Over the probe [ slide a protector of 
soft, flexible metal somewhat in the manner that Stacke guides his 
protector into the attic, which adujsts itself to the tabula interna 
posteriorly and to the orbit laterally. After that I remove the 
probe. If I now advance with a bore drill worked by electricity 
immediately alongside of this protector in a forward and upward 
direction, taking- care to keep always closé to the protector, I can 





Fig. 4. From the col.ectior of Dr. M. H. Cryer 


go up to the front and center without any danger at all, and open 
the floor of the cavity which is fermed by the spina naso-frontalis, 
to such an extent that | obtain an opening sufficiently large to ad 
mit a drill with a blunted point. The sharp instrument is to be 
used only up to this time. When this is achieved, I can easily 
and, because of the carefully polished point of the drill, without 
danger to the tabula interna, enlarge the opening suffuciently to in- 
troduce into the cavity a pear-shaped drill, whose thickened por- 
tion is carefully rounded off and polished. With this instrument no 
dangerous injuries can be caused, provided the least care is taken. 


The entire floor can be drilled away with it, and so large a part 
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of the tabula externa ossis frontalis in a downward direction that 
the instrument can be felt froni without, and that the opening of 
the frontal cavity towards the nose becomes almost as large as 
the distance of the nasal base from the tabula interna.” 

If we likened Ingals’ method to Cooper’s, Halle’s may be com- 
pared to the Krause-Mikulicz on the antrum. 

Regarding the application of the method, I might suggest that 
Dr. Halle has given us an illustration of an idealistically normal 
frontal sinus in Fig. 1. If all our cases were anatomically constructed 
in such a manner, the procedure of Halle would gladly be practiced 
by every Rhinologist of to-day. Unfortunately such is not the 
case. (See anatomical disadvantages. ) 





Fig. 5. From the collection of Dr. M. H. Cryer. 


ADVANTAGES. 


(1) A much larger communication between the sinus and nose 
is established than by any other endo-nasal operation, 

(2) The operation is performed with straight instruments, the 
boring being done under guidance of the eye. 

(3) Should an external operation subsequently be found neces- 
sary, an important step in that operation will have already been 
performed, i. e., the large communication with the nose. 

(4) Ifa small sinus is present, all portions being accessible, the 
cure should be absolute. 

DISADVANTAGES. 

The operation in acute cases will undoubtedly effect a cure but 

so will far milder measures in the vast majority of instances. 
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Concerning chronic cases, it depends upon the condition of the 
mucous membrane, the extent and shape of the sinus, the presence 
of necrosed or necrosing bone, and the presence of remote pockets 
of pus. As Jansen’ well puts it, “Only a comparatively small por- 
tion of the sinus can be reached by the endo-nasal method, and the 
remaining part may retain granulation tissue, thickened membrane, 
necrotic bone and even a pocket of pus.” 

Disadvantages of the endo-nasal route from an anatomical point 


of view: A normal infundibulum from a rhinological point of 





Fig. 6. 


From the coltecion of Dr. M. H. Cryer 


view seldom exists and when it does occur, may be classed as an 
anomaly. 


By a normal infundibulum I refer to the conditions where: 


(1) The ground lamella of the bulla ethmoidalis reaches the 
lamina cribrosa, forming a perfect arc (Fig. 1), all the ethmoid 
cells lying posterior to it. 

(2) Where the ground lamella of the proscessus uncinatus at 
its junction with the ground lamella of the bulla, forms a hollow 
and lies against the lamina papyracea thereby 


I 


conforming with 
the depth of the hiatus semilunaris, thus prohibiting the interpo 
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sition of an infundibular cell, which occurs so frequently at this 
point. 

(3) The posterior or cerebral wall of the frontal sinus meets 
the lamina cribrosa at such an angle that it forms a continuous 
line with the ground lamella of the bulla ethmoidalis. 

(4) The antero-superior nasal spine occupies the normal posi- 
tion and is evenly developed as regards size and shape. 

Thus the boundaries of this idealistically normal infundibulum 
would be: Anteriorly, antero-superior nasal spine (above), pros- 
cessus uncinatus (below). 


Externally, lamina papyracea, 





Fig. 7. From the collection of Dr. M. H. Cryer. 


Posteriorly, ground lamella of bulla ethmoidalis. 

Internally, external surface of anterior portion of middle tur- 
binate. 

Were this anatomical construction always constant we would in- 
variably have a landmark for the position of the internal wall of 
the frontal sinus (lamella or bulla), as well as one for the lamina 
papyracea (external wall of infundibulum), thus making the tech- 
nique of an endo-nasal operation on the frontal sinus dependent 
on a thorough knowledge of the anatomical construction of the 
part. 

Unfortunately this, to all intents and purposes, is never pres- 
ent. Every conceivable variation and deviation of these structures 
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may be met with when least expected. Zuckerkandi,* referring 
to the ostium frontale as well as the upper part of the infundibulum, 
says that he has never seen a typical formation of both parts oc- 
curring together. Indeed, one can hardly speak of slight anomalies 
in this region, they are the rule rather than the exception. 

The position of the bulla ethmoidalis plays the most important 
role in these anomalies, all other deviations from the normal are 
dependent and subsidary to this (Fig. 2). If it is situated too far 
forward, it holds its place naturally at the expense of the structures 
situated anteriorally (hiatus semi-lunaris, ductus naso-frontalis, os- 
tium frontale and processus uncinatus), if situated further poster- 


iorly than normal, something must occupy the otherwise empty 





Fig. 8.—-Defect in the bulla lamella, showing an extensive communi- 
‘ation of the ductus naso-frontalis with the anterior ethmoidal laby 
‘inth (Hajek). a Sound introducei into the infundiby!um, which passes 


through a large anterior ethmoidal cell before entering the frontal 
sinus. b.—Sound iiutroduced into the infundibulum passing into an an- 


terior ethmoidal cell 


space between it and the ostium frontale. When this occurs, the 
ostium of a pushed forward ethmoid cell (vorgeschobene Siebbein- 
zelle), commonly called orbital cell, occupies this space. The po- 
sition of this ostium in relation to the ostiym of the frontal sinus, 
is also by no means constant; usually it takes a position directly 
posterior to it. It is this ostium which our sound often enters, 
simulating the exact position of the frontal sinus and is exceedingly 
confusing, even though the condition be suspected. The X-Ray will, 
however, make this point clear. The size of the hiatus depends 
largely upon the position of this bulla lamella and may be from 
the size of a thread to 4 mm. in breadth. 

The most common forms of deviation from the so-called normal 
are as follows: 











448 SKILLERN : ENDO-NASAL FRONTAL SINUS OPERATION. 


(1) The lamellae of the processus uncinatus and bulla are 
situated directly under the frontal sinus. The connecting 
lamella between the (proscessus uncinatus and bulla), instead of 
adhering to the lamina papyracea, bridges directly over the infundi- 
bulum, thus forming a blind ending to the hiatus semi-lunaris (Fig. 
3). This ending may take on such dimensions as to protrude con- 
siderably into the frontal sinus and in this case, lies on a line but 
internally and above this blind pouch or infundibular cell. This 
construction would be eminently adaptable for both the Ingals and 
Halle operation except in those cases where a large bulla frontalis 
was present, which might cause some difficulty with the Ingals 
operation, as the probe could easily enter the bulla instead of the 





9. From the author’s collection. 


Fig. 


sinus proper. The burr of Ingals only cutting laterally would not 
penetrate this bulla, especially if the walls were inclined to be 
thick. 

(2) The lamella of the bulla and proscessus uncinatus, instead 
of being situated directly under the sinus, assume an obtuse angle in 
relation to it, the depth of the infundibulum and the position of the 
ostium frontale being inconstant (Fig 4, Fig. 5), Tilley * states: 
“The depth of the infundibulum from the anterior surface varies 
very much and may be situated at a depth of twenty-eight milli 
meters from the anterior surface of the bone. The direction and 
potency of the frontal-nasal passage varies very much. In many 
cases it would be impossible to enter the frontal from the nose with- 


out making a false passage.” 
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The variations of this construction are manifold, being depen- 
dent upon the completeness of the bulla lamella. As it appears 
to be the rule rather than the exception for the anterior superior 
portion of this lamella either to assume an anomalous position or 
partially fail, one can readily perceive the conspicuous role it plays 
in the construction of the osteum frontale, ductus naso-frontalis 
(when present), and adjacent parts. 

I see no reason why this construction is not adaptable to either 
the Ingals or Halle operation except in those cases mentioned by 


Tilley where it would be impossible to enter the sinus without 





Fig. 10 From the collection of Dr. M. H 


making a false passage. <A possible objection to the Ingals’ opera- 
tion in this construction is: The probe might lie against the lamina 





papyracea as ‘well as the posterior wall of the sinus, the burr cut 
ting through laterally as it made its wav into the sinus 

(3) The lamella of the bulla is pushed forward, leaving an 
abnormally large space between it and the lamella of the middle 
turbinate; this space being occupied by a large ethmoidal cell ex 
tendingly far up behind the posterior wall of the frontal sinus (Fig 
0. ) 

Ingals’ operation could ez be performed here with no danget 
while Halle’s operation would necessitate the removal of a 1: ree 


portion of the anterior ethmoida] labvrinth. 
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(4) A portion of the anterior ethmoidal labyrinth is pushed 
forward in front of the ground lamella of the bulla covering the 
hiatus semi-lunaris from its medial and frontal aspect, thereby sur 
rounding the entire ductus naso-frontalis with ethmoidal cells 
(Fig. 7, Fig. 4.) 

\s it would be impossible to accurately ascertain even by the 
X-Ray whether the sound had penetrated the frontal sinus or a 
large anterior ethmoidal cell, both Ingals’ and Halle’s procedures 


would require the greatest caution in their application. 





Fig. 11. From the collection of Dr. M. H. Cryer 


In Fig. 4, Halle’s procedure would be less desirable than In- 
gals’, owing to the small breadth of the floor of the frontal sinus, 1t 
reaching in this case hardly one centimeter. 

(5) This condition is due to a defect in the lamella of the 
bulla. The sound entering the hiatus passes through a large eth- 
moidal cell before it enters the’ ostium frontale. Under such cir- 
cumstances it would be difficult to make a positive diagnosis of 
frontal sinus empyema. 

An endo-nasal operation here would at least be exceedingly dif- 
ficult. 

(6) The antero-superior part of the hiatus is obliterated by the 


coaptation of the bulla lamella with the proscessus uncinatus. 
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Strictly speaking, the frontal sinus is absent, its place being filled 
by an anterior ethmoidal cell which does not communicate with the 
hiatus semi-lunaris but empties into a neighboring ethmoid cell. 
(Fig. 9 and Fig. 10.) 

(7) The ground lamella of the bulla unites with that of the 
proscessus uncinatus low down, thereby shortening the hiatus to 
one centimeter. The anterior part, however, is in direct communi- 
cation with the frontal sinus through a long ductus naso-fron 
talis. 


The normal position of the anterior end of the hiatus is occupied 
by the ostium of an ethmoid cell which leads to the crista galli 
(Fig. 11). It would be exceedingly difficult to ascertain whether 
f the 
X-Ray, therefore I am of the opinion that the endo-nasal operation 


the sound had entered the frontal sinus even by means « 


is here contra-indicated. 


While I am free to confess, the latter anomalies are not fre- 
quently encountered, nevertheless they must always be taken into 
consideration. Even with the middle turbinate resected, one has 
no clue as to the construction of the naso-frontal structures and 
must he guided almost solely by touch in the individual cases as 
they present themselves. Speaking of the frontal sinus and its 
variations, Cryer’® states: “If a thousand skulls of persons affected 
with diseased pneumatic sinuses were examined, the. variations 
would be found much greater and more common than one thous- 


and skulls examined by sectioning in our dissecting rooms.” 


The importance of X-Ray pictures before an endo-nasal proce- 


dure in this vicinity cannot be over estimated. 
General advantages and disadvantages of this method: 


It is well to try the Halle method in certain selected chronic 
cases (latent empyema), as we would try the Krause-Mikulicz be- 
fore the Luc-Caldwell on the maxillary sinus which offers the ad- 
vantage of the lesser really being a step in the greater operation. 
If the Halle has been performed and a Killian subsequently found 
necessary, a difficult step in the operation will have already been 
performed, i. e., the establishment of a wide communication with 
the nose. 


A point to be considered is the totally different aspect in which 


the American race look at scars and deformities, and, for example, 
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the Germans. Where a cosmetic result according to a German 
would be “blameless,” here it would be looked upon as an un- 
sightly scar. In America the endo-nasal method is far pref- 
erable, at least as far as the patient is concerned. Social posi- 
tion and sex also play an important part in determining which 
method we shall use. 


CONCLUSIONS. 
Endo-nasal frontal operation indicated in: 


(1) All cases of acute empyema with urgent symptoms where 
the usual conservative methods have been tried, with: no relief to 
the patient. (Ingals’ operation.) 


(2) Acute cases where removal of anterior end of middle tur- 
binate and washing out does not appear to be affecting a cure. 
(Ingals’ operation. ) 

(3) Cases of chronic empyema where a small sinus is present. 
(Halle operation.) 

(4) Cases of chronic empyema regardless of the size of the 
sinus where one has reason to believe no great pathological 
changes have taken place in the mucous membrane.(Halle opera- 


tion. ) 

(5) In any case where for cosmetic reasons it is necessary to 
give the patient the benefit of the doubt. 

Endo-nasal frontal operation contra-indicated. 

(1) When it is not possible to pass a sound into the sinus. 


(2) In abscess and fistula formations. 


(3) When intra-cranial complications are suspected. 


Endo-nasal frontal operation will probably be unavailing where: 
(1) Great pathological changes have taken place in the mu- 
cous membrane of the sinus. 


afte 


(2) Numerous ramifications and partial septa are present in 
the sinus. 


(3) Large pushed forward (orbital) ethmoid cells are pres 
ent which are likewise diseased. 
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HEMORRHAGE FOLLOWING QUINSY. 

LIGATION OF THE COMMON CAROTID ARTERY: RECOVERY. 
WITH A STUDY OF 51 CASES OF HEMORRHAGE IN CON- 
NECTION WITH PHARYNGEAL SUPPURATION. 

BY JAMES E. NEWCOMB, M. D., NEW YORK CITY. 

The title of this paper has been so worded as to include cases 
which have been reported under various headings, and to permit 
a proper grouping of them. The majority of the hemorrhages have 
occurred in connection with ordinary quinsy. The subject was 
brought to the attention of this Association in 1900 by Dr, W. F. 
Chappell, who reported a case under the title of ““Hemorrhage from 
a Circumtonsillar Abscess,” and stated that he had found ten simi- 
lar cases recorded. (Transactions, 1900, page 213). The personal 
experience of the writer hereinafter described has led him to make 
an extended study of the matter, and fifty cases in all have come to 
light. In proportion to the vast number of cases of this malady 
which run their clinical course without untoward incident, the 
number of those with hemorrhages is manifestly extremely small, 
but the alarming possibilities which this complication presents ren- 
der it obligatory upon us always to bear it in mind and in case it 
happens, to have a well-considered plan of procedure. 

Through the courtesy of Dr. John D. McBarron, [ am able to re- 
port the following case seen in consultation with him. 

The patient was a stout ‘plethoric German, 55 years of age, mar- 
ried and well to do. He lived very comfortably, and was a rather 
free consumer of alcohol. His vessels showed distinct arterio- 


sclerosis. There was no history or evidence of specific disease 


and his urine, which had been examined within six months, showed 
no evidence of renal trouble. For a period of between thirty-five 
and forty years, he had had numerous quinsies, and in the intervals 
between his attacks much treatment with reference to preventing re- 
currence of his throat infection. This had been so far successful 
that he had enjoyed an immunity for ten years. In none of the 
previous attacks had there been any clinical features out of the or- 
dinary. 

On February 3d of the present year a new attack came on, and 
Dr. McBarron found both tonsils inflamed and suspected commenc- 


*Paper read at the Thirtieth Annual Congress of the American Laryn- 
gological Association held at Montreal, Canada, May 11-13,1908. 
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ing suppuration. On February 6th local conditions indicated a 
pointing of pus on the left side, rather far out into the soft palate. 
An incision was made, the knife going through brawny tissue for 
about three-eighths of an inch, and then, apparently, entering a 
cavity, which, on withdrawal of the blade, voided about a dram 
of healthy-looking odorless pus, and partially collapsed, but almost 
immediately became distended with blood, some of which was spat 
out and was apparently venous. The incision was enlarged with 
a stiff probe, the clots turned out, various astringents used, per-ox- 
1de injected and the bleeding ceased. 

Some thirty-six hours later, just as Dr. McBarron was in the 
house visiting his patient, the bleeding recurred, and this time the 
color of the blood was distinctly arterial. It was at this stage that 
the writer was called in. The blood was coming from the original 
pus cavity. Bleeding was not severe, but persistent. The cavity 
was cleansed and packed with a strip of gauze dipped in a solution 
of aceto-tartrate of alum. Bleeding was again checked, The gauze 
was removed the next morning without incident. Some fourteen 
hours later, bleeding recurred, and was now more persistent and 
in increased amount. Another attempt was made to pack _ the 
cavity, which was mainly in the soft palate, when it was discov- 
ered that the suppurative process had perforated the posterior sur- 
face of the palate and that the gauze was ali going into the pharynx 
It was withdrawn, and recourse had to ice internally and externally, 
together with the usual local applications, but all to no avail. Hem- 
orrhage continued at intervals, although the total amount lost was 
not enough to exhaust the patient; but he had become pretty well 
demoralized from loss of sleep during the days of his illness, and 
from the fact that he had been unable to swallow but scanty nour- 
ishment. 

It was now evident that something more radical must be .done 
for we were unable to feel any security against the occurrence of 
what might be an alarming hemorrhage. It was impossible to locate 
the exact source of bleeding, and the sloughing condition of the 


entire area affected rendered any plan of suturing out of the 


question. The question of ligating one of the large arteries came 
up, and Dr. Charles N. Dowd, a general surgeon of our city, was 
called in. After a full consideration it was decided to ligate the 


common carotid artery on the side involved, and this was done 
about nine o’clock on the morning of February goth. The pa- 


tient’s habits, with reference to alcohol, made the giving of an 
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anaesthetic a very difficult procedure, but it was carried out in a 
masterly manner by Dr. Thomas G. Bennett. Chloroform was 
used, and after the man was fairly under its influence, stiff rubber 
tubes were passed through the nares, their proximal ends loosely 
wrapped with gauze on which the chloroform was poured, and the 


pharynx stuffed with gauze. This prevented the leakage of blood 
down the throat during the ligation of the artery. The latter 
was done by Dr. Dowd without incident. Two ligatures were 
passed, one with single strand and one with double, about half an 
inch apart. As soon as they were tightened, the bleeding instantly 
ceased and never returned. The patient made a good recovery 
from the operation. There was no disturbance of cerebration. He 


complained of considerable neuralgic pain all over the head, and 
had difficulty in sleeping at night. . These symptoms were suc- 
cessfully combatted with the usual remedies, and a perfect eventual 
recovery ensued. About three weeks after operation a pulse could 
be detected in the left temporal region. 

A careful and profound search through the literature has brought 
to light fifty additional cases which may properly be placed under 
the title selected for this paper. As always happens in a collation 
of cases extending over a long period of years, classification is 
somewhat difficult, as each reporter has followed his own ideas in 
setting forth the particulars of his own experience. It seems logical 
to make of the material here presented the following subdivisions: 

GROUP I, 

Spontaneous opening of the abscess; immediate hemorrhage. 

A. Fatal cases. 

Caytan; male, 38 years, no operation, ulceration of the internal 
carotid. 

Grisolle ; no particulars given; no operation, ulceration of the in- 
ternal carotid. 

Léfort; no particulars given; no operation; bleeding believed to 
have come from the internal carotid. 

Méry; no particulars, no operation, abscess led to ulceration of 
the internal carotid. 

Macgregor; male, 20 years, no operation; tumor appeared in 
right side of neck, running down to the mastoid process, autopsy 
revealed a circumtonsillar abscess, communicating with the internal 
carotid by an opening the size of a small bougie. 

Monod; male, 38 years, no operation, probable ulceration of in- 
ternal carotid. 








' 
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Norton; female, 4 years, no operation; incision of abscess was 
refused by parents. Autopsy revealed ulceration of internal car- 
otid. 

B. Recoveries. 

Dunn; child 31% years, bleeding immediate and recurred 24 hours 
later ; cervical haematoma; ligation of common carotid, after which 
tumor gradually decreased in size; bleeding was seen to come from 
the posterior faucial pillar. ; 

Luke; no particulars, bleeding immediate and recurrent, ligation 
of common (?) carotid. 

Messiter; male, 24 years, immediate bleeding, profuse and re- 
current; initial hemorrhage on 4th day of a quinsy and recurrence 
on the 19th day. Ligation of common carotid. 

Pircher ; male, 22 years, bleeding immediate and recurrent, liga- 
tion of common carotid; definite statement that no bad effects fol- 
lowed the operation. 

Summary of Group 1: Eleven cases, seven fatalities and four re- 
coveries. 

GROUP 2. 

Spontaneous opening of the abscess; secondary hemorrhage. 

A, Fatal Cases. 

Bourguet; male, 20 years, bleeding recurrent, no operation. 

Brewer; male, 25 years, small immediate and later recurrent 
hemorrhage, no operation; an effort was made to secure pressure 
against the posterior surface of the soft palate by means of a small 
roll of gauze to which were attached tapes coming out through the 
nares. Arrest of hemorrhage for a while, but later fatal recur- 
rence ; supposed rupture of a small abscess on the posterior surface 
of the soft palate. 

Clayton; no particulars, no operation, ulceration of internal caro- 
tid. 

Hall; male, 26 years; bleeding came on two hours after the ab- 
scess burst. Fatality probably due to rupture of a carotid aneur- 
ism as a few minutes previously the patient had complained of a 
“balloon-like” feeling in his throat; no operation. 

Mueller; male, 44 years, recurrent pus and blood, no operation 
Autopsy showed facial artery thinned and ulcerated; cavity full of 
pus at bottom of left tonsil. 

Reeves; few particulars, hemorrhage same day as opening of 
abscess and recurrent. Operation proposed, but refused. 
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Vergeley; male, 34 years; blood and sphacelus on bursting of 
abscess, and again a few hours later; operation refused; autopsy 
showed in retro-tonsillar space a cavity the size of a pigeon’s egg, 
full of clots and sphacelus; internal carotid trunk cleanly severed 
about two inches from ,bifurcation of the common trunk. 

Walker; few particulars, hemorrhage 48 hours after abscess 
burst; tumor formed along right side thyroid cartilage ; communi- 
cating with abscess; no operation. 

B. Recoveries. 

Ehrmann ; male, 22 years, hemorrhage on the eighth—ninth day, 
ligature common carotid; supposed lesion of internal carotid. 

Moizard; male, 40 years, large hemorrhage in twenty-four hours 
causing syncope, which checked bleeding; clot seen in situ in vessel 
wall; no operation; ether, ergotin hypodermically, rest and caro- 
tid compression. 

Marotte; male, 30 years, hemorrhage in forty-eight hours; no 
operation; large doses of quinine given for some days. 

Postempski; male, adult, hemorrhage twenty-four hours after 
bursting of abscess; ligation of common carotid artery; suspected 
lesion of internal carotid. 

Stoupy; male, 22 years, hemorrhage on 8th day, ligature of ex- 
ternal carotid ; massive inflammation had appeared in region of sub- 
maxillary gland; incision for ligature encroached on this area and 
gave exit to considerable clotted blood, and in spite of ligature 
external bleeding continued for a while, but patient eventually re- 
covered. 

Veillard; male, 26 years; recurrent hemorrhage some hours af- 
ter abscess burst and recurrences; no operation, ice and rest. 

Weinlechner; male, 37 years, hemorrhage two days after ab- 
scess opened ; ligature of common carotid, with immediate recovery, 
but evidences of disturbed muscular power appeared on the oppo- 
site of the body: In six weeks this had nearly disappeared ; later 
death from apoplexy. 

Summary of Group 2: Fifteen cases, eight fatalities and seven 
recoveries. 

GROUP 3. 

Abscess opened by incision; immediate hemorrhage. 

A, Fatal cases. 

Duke; male, 32 years; pulsatile tumor had appeared in tonsillar 
region; ligature of common carotid immediately stopping pulsa- 


tion ; ligature came away on the sixteenth day, and on the twenty- 
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first day the man appeared perfectly well and was dismissed; one 
week later he went on a debauch and had a fatal hemorrhage. 

Lebram: (second case), male 2 years, no operation, bleeding also 
from ear. 

Fehleisen; male, 34 years; after incision clots were turned out 
of abscess cavity, but threatening dyspnoea necessitated tracheoto- 
my during which patient died; swelling had appeared at angle of 
jaw following angina with fluctuation over it; internal structures 
were pressed toward middle line; no bruit or pulsation in pharynx ; 
carotid vessels were found lying in purulent foci and perforated at 
bifurcation. 

Liston; incomplete report; ligation of common carotid which 
did not control hemorrhage. 

B. Recoveries. 

Lebram; (first case), female, g years, hemorrhage from pharynx, 
nose and ear; ligature of common carotid; hemiplegia followed 
ligature. 

Long; incomplete report; free bleeding followed incision; later, 
patient was found choking, and was resuscitated with great diff- 
culty; no operation. 

McBarron: (case reported in this paper), male, 55 years, hem- 
orrhage immediate and recurrent; arterio-sclerosis; ligature com- 
mon carotid. 

Summary of Group 3: Seven cases; four fatalities, three recov- 
eries. 

GROUP 4. 

Abscess opened by incision; secondary hemorrhage. 

A. Fatal cases. 

Pitts; male, 39 vears; hemorrhage twenty-four hours after in- 
cision and recurrent; ligation common carotid; autopsy showed 
left tonsil replaced by cavity and the internal face of the internal 
carotid bathed in pus with a perforation the size of the tip of the 
little finger. 

Watson; incomplete report; hemorrhage forty-eight hours after 
incision; ulceration of lingual artery found. 

(In this category it seems proper to include two cases reported 
by Kaplan, although they did not present the usual clinical features 
of an ordinary quinsy. The incisions in these cases were made 
externally, but both cases have been reported as hemorrhage, due to 
circumtonsillar abscess. The surgical conditions, and especially 
the problems they offered make this classification here followed log- 
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ical. For a summarized history of the cases taken from their 
original source of publication in one of the Russian journals, I am 
under obligations to Dr. S. M. Jacobs of New York.) 

Kaplan; (first case), male, 22 years; a fluctuating swelling the 
size of an egg, appeared at the angle of the jaw externally, tonsil 
red and inflamed; incision revealed a deep pus cavity leading 
toward throat; wound did well for thirteen days and then bled 
most profusely ; ligature of common carotid; paralysis of arm and 
leg of opposite side; ten days later paralysis much better, but 
patient lost consciousness and died with slight convulsion of para- 
lyzed side; hemorrhagic pleurisy. 

Kaplan; (second case), male, 19 years; tumor at angle of jaw; 
incised and pus found burrowing toward pharngeal wall; same day 
cyanosis choking, tracheotomy with temporary improvement ; forty- 
eight hours later, sudden hemorrhage from wound, nose and mouth; 
ligature of common carotid immediately checked it ; patient regained 
consciousness, but soon became comatose and died; perforation 
found in internal carotid: 

B. Recoveries. 

Borbone ; incomplete report; hemorrhage the day following in- 
cision. 

Chappell; male, 27 years, hemorrhage fourth day and recurrent, 
controlled by packing ; no operation. 

Gleitsmann; male, 24 years, hemorrhage eighth day and recur- 
rent; styptic packing controlled; no operation. 

Schmiegelow ; male, 30 years, hemorrhage fourth day; ice, rest 
and morphine controlled probable lesion of a twig of the tonsillar 
or ascending pharyngeal artery. 

Summary of Group 4: Eight cases, four fatalities and four re- 
coveries. 

As far as reports show all of the cases in the foregoing groups 
were quinsies. Additional cases have been reported which may 
be grouped as follows: 

GROUP 5. 

Hemorrhage following retro-pharyngeal abscess. 

Carmichel; male, 5 weeks, immediate hemorrhage following the 
opening of the abscess; no operation, death; abscess found to con- 
nect with posterior tonsillar cavity; bleeding from a branch of the 
external carotid. 

Clutton; male, 28 years; spontaneous opening of abscess; hem- 
orrhage immediate and recurrent; ligation of common carotid, and 
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of its external, and internal branches, recovery; blood thought to 
have come from the internal jugular vein; abscess appeared to 
focus above the right tonsil. 

Erichsen; incompete report; phlegmon in pharynx discharged 
pure pus; on seventh day fatal bleeding from abscess cavity; au- 
topsy revealed abscess bordering wall of internal carotid, which had 
been perforated. 

Franklin; male 8 years, spontaneous opening of abscess, no op- 
eration, recovery; pulsating swelling was evident on the outer side 
of neck, evidences of general sepsis, later subsidence of external 
swelling; aphonia not clearing up for several months, long and 
tedious convalescence; one year later slight weakness of arm and 
pes equino-varus; probable embolus of middle cerebral artery, a 
terminal branch of the’ internal carotid. 

Chassaignac; incomplete report; immediate hemorrhage follow- 
ing incision; ligation of common carotid, recovery; probably false 
aneurism, due to carotid erosion. 

Summary of Group 5: Five cases, two fatalities and three recov- 
eries. 

GROUP 6. 

Hemorrhage in connection with scarlatinal suppuration 

Immermann; male, 17 years, spontaneous opening of abscess, 
sudden buccal hemorrhage, no operation, death; deep tonsillar ab- 
scess found which had perforated carotid, much blood in bronchi. 

Pepper; male, 30 years, spontaneous opening, recurrent hemor- 
rhage; ligation common carotid artery, recovery; blood regarded 
as having come from internal carotid; left vocal cord paralyzed 
before operation. 

Mahomed; in discussing Pepper’s paper, reported six cases with- 
out particulars, except that some were fatal. . From lack of data 
these cases are not included in this summary. 

Lyot and Petit; female, 19 years, elastic swelling suddenly ap- 
peared in left mastoid region with systolic bruit; left tonsil pushed 
toward median line and compressible; puncture externally with- 
drew blood; spontaneous subsidence; no internal bleeding, re- 
covery. 

Summary of Group 6: Three cases, one fatality, two recoveries. 

GROUP 7 

Hemorrhages in connection with gangrenous tonsillitis. 

Craigin; male, 45 years, spontaneous opening and immediate 
hemorrhage; no operation, death; right tonsillar space and poste- 
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rior pharyngeal wall showed partly detached slough, exposing open 
months after initial tonsillar symptoms ; 


’ 


no operation, death from 
geal. 

Terganowan; male, 20 years, spontaneous opening, two or three 
mouths of two small arteries, possibly twigs of ascending pharyn- 
hemorrhage; autopsy showed compiete destruction of parotid 
gland and gangrenous softening of entire circumference of external 
carotid with fistulous opening into throat. 

Summary of Group 7: Two cases, both fatal. 

Two other cases have been reported under the heading of hem- 
rhage from circumtonsillar abscess, but they do not seem to the 
writer to belong to this category. 

Wulf; female, 6 years; suspected aneurism of internal carotid; 
pulsation stopped by compression of the external trunk; ligation of 
common trunk, with cessation of pulsation and bruit in pharynx; 
recovery; sac filled up with blood clot, but later suppurated and 
puncture then gave fluid blood; eventual recovery. 

Savory; apparently a case of abscess in the neck involving in- 
ternal structures, with external hemorrhage; no operation, death. 
Excluding the last two cases, we have then fifty-one well authen- 


ticated cases of hemorrhage dependent on suppuration in connec- 


tion with pharyngeal structures. Of this number twenty-three 
recovered and twenty-eight died, a mortality rate of 54.8 per cent. 
These figures show the gravity of this complication. Sex is stated 
in thirty-nine, of which number thirty-five were males and four 
females. This fact is of no special significance, as circumtonsillar 
and other pharyngeal abscesses are more common in males. Age 


is given in thirty-seven cases: seven occurred in the first decade of 
life, five in the second, eighteen in the third, six in the fourth and 
one in the fifth. The maximum and minimum ages were 55 years 
and 5 weeks, respectively. 

Operations were performed as follows: ligation of the common: 
carotid sixteen times, with eleven recoveries and five deaths: of the 
external carotid once with recovery and of the common trunk 
with both branches once with recovery. 

As regards the result of ligation on brain function, no state- 
ment is made in eleven of the sixteen cases of ligation of the com- 
mon trunk; in three cases paralysis followed, and in two it is defi- 
nitely stated that there were no bad effects. No statement with 
regard to this point is made in the case of ligation of the external 
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brarich nor in the case of ligation of the common trunk and both 
its branches. 

Autopsy records are given in thirteen cases. The bleeding came 
from the external carotid in two, ascending pharyngeal in one, 
“carotid” in one, lingual in one, at the bifurcation in one, facial 
in one; in ten cases in which no autopsy was held the blood was 
supposed to come from the internal carotid, and from the internal 
jugular vein in one additional case. 

Many interesting questions suggest themselves in connection with 
this class of cases. We have time to consider but one or two of 
them. 

The first relates to the invasion of arterial structures by suppura- 
tive processes. That this does happen is now universally believed, 
but we must remember that until comparatively recently, it was a 
mooted point. It was but forty vears ago that Bouchard observed 
that while an artery in a purulent focus did sometimes rupture, he 
was not prepared to admit that the latter accident was referable to 
an ulceration in the proper sense of the latter term. In 1873 
Cauchois stated that such rupture occurred as the result of the fol- 
lowing pathological sequence: 1. Denudation of the artery by the 


destruction of the cellular wal 


2. Suppurative inflammation of 
| 


the external tunic; 3. Disassociation and disappearance of the mus- 
cular fibres of the middle coat, and 4. Rupture of the external tunic 
In 1878 Ehrmann called attention to the patient’s general condi- 
tion as bearing on vascular rupture in pharyngeal suppuration, but 
did not admit the existence of any diathetic condition as indispen- 
sable to the rupture. In 1882 Monod noted that one of the most 
constant effects of arterial inflammation was the disappearance of 
the muscular tunic The muscular and elastic fibers, he says, give 
place to connective tissue which often unites itself with that of 
the external tunic and the vegetations of the internal tunic. There 
results, consequently, a weakening of the vessel wall. Often the 
external tunic hypertrophies and so supplements the deficiencies 
of the middle. 

Now, all these processes are apt to assume a peculiar virulency in 
the region under consideration, owing to its proximity to the air 
passages. ‘The mouth is a hotbed of all sorts of bacterial life, and 
the parts are constantly flushed with the air of inspiration and ex- 
piration. Pus near the air passages rapidly decomposes. The 


fetid characteristics of mouth abscesses and their virulence are 
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well known. Hence the pus and gas confined in the pharyngo- 
maxillary space cause a rapid death of the arterial wall before any 
compensating hypertrophy of the latter can be brought about by 
nature’s conservative processes. 

Granting the existence of a weakened vascular wall, we have 
further to recognize the presence in some cases of adjuvant causes 
of rupture, such as cough and violent muscular effort which momen- 
tarily increase the pressure in the vessel. These patients are es- 
pecially liable to cough from the irritation of the initial blood which 
trickles down the pharynx, and a slight leakage may become a 
formidable rent. Another cause, following now the incision of 
the abscess, is the sudden diminution of pressure on the outside of 
the vessel wall produced by the accumulation of pus under pres- 
sure, which acts as an elastic cushion. The weakened vascular 
area is thus between the internal force of the blood pressure and 
the external force of the pus sac. If the latter is suddenly de- 
pleted by incision, the unbalancing of pressure is too great for 
the further resistance of the weakened area, and it gives way. 
Here arises a point of great significance for the surgeon for the 
hemorrhage which immediately follows incision is apt to be re- 
ferred by the patient or his friends to unskillful intervention. Such 
was the experience in the case reported in this paper. The patient 
had been having quinsies for over thirty years. They had been 
opened repeatedly. No hemorrhage had followed. All this long 
time his habits in regard to consumption of alcohol had been lead- 
ing up to a condition of distinct arterio-sclerosis. In the last at- 
tack the vessel, whichever one it was, had become vulnerable, and 
when the escape of pus removed the counter-pressure on the vascular 
wall, it gave way. In a sense, it is true, the surgeon does cause 
the bleeding, but how much better that it should occur under 
such conditions than that the destruction of the vessel wall should 
increase in extent and the rupture of the abscess come on at a time 
when no relief is at hand, and an immediately fatal hemorrhage 
may follow In those cases in which the bleeding has been con- 
trolled by various means, we must assume the formation of a throm- 
bus which acts as a plug, and which later becomes organized per- 
manently, stopping the leak. 

Even in the case of an aneurism (of which more later) if the 
opening is not large, it may be closed by a thrombus. Att this 
stage incision is far less dangerous, even if after the emptying 


of the abscess cavity the thrombus becomes loosened and bleeding 
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recurs. It is possible for the thrombus to involve the contents of 
the aneurismal sac and become organized Under these circ 

stances, spontaneous healing occurs. (case of Lyot and Petit). The 
chances of such a favorable outcome, however, are lessened if the 
thrombus is surrounded by pus The occurrence of a false aneur- 
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fo on 





ism depends a stability of the abscess wall [f it is fri 

ble and ruptures, probably a fatal hemorrhage will occur, The sam 
| 

untoward result may also happen if the abscess has already opene: 


before the arterial wall is perforate: 
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such cases have shown that the bl d mav come from the 1 ternal 
carotid, a branch of the external carotid, the palatine branch of th 
ascending pharyngeal, the lingual or the inferior palatine brane 

of the facial. If incision evacuates clot and fluid 
in greater or less quantity, we must regard it in the highest degr« 

probable that we are dealing with hemorrhage from the carotid 
which has led to the formation of a false aneurism Even with 


unruptured abscess wall inspection, palpation and auscultation 
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would enable us to make a diagnosis if they were uniformly pres- 
ent, but unfortunately they are not as the case of Fehleisen shows 


Under such conditions compression of the artery above and below 





the abscess would make a difference in the latter’s physical charac 
isti It has been found that when inflammation develops over an 
aneuri pulsation and other usual features may be lacking. U 

der the-e circumstances we assume a partial or complete clotting 


yf blood in the sac. The general feel of the parts would not dit 
fer from that of an abscess. We would look for a softness 
indefinite fluctuation. Some cases of aneurism have presenten a 
tumor-like swelling of the cervical glands. 

\ point of anatomy mentioned by Chassaignac should be born 
in mind. He notes that after middle life the internal carotid at 
this level describes a curve with its convexity directed inward. (cf 


> 


the paper by Connal in the, March, 1908, number of the Journal of 
Laryngology on “Abnormal Pulsating Vessels in the Pharynx. ) 
Extra-cranial aneurisms of the carotid of traumatic origin ar 
rar Lebram found only three instances recorded. 
Further factors to be taken into account are gout, arterio-sclero 
sis and lues, also the age of the patient. Growth of an aneuris 


under these conditions would be slow, and gradual, while aneuris 


caused by suppurative erosion develops rapidly. 

In regard to diagnosis of swellings in this region by the use « 
the exploring needle we are left in doubt in cases in which the pus 
is thick or the swelling contains clotted blood. \ suspicion of 


aneurism would, of course, contra-indicate diagnosis by puncture. 
If a tumor has appeared in the neck a portion might be excised fot 
submission to the microscope. 

The brief notes following the cases reported above show that 
hemorrhage has been checked by or has followed the use of tce,, 
rest, morphine, packing, etc. Previous to opening a suspicious 
swelling the artery may be exposed as a provisional measure. Ex 


perience would seem to show that in these severe cases the safest 


Sf 


» ligate the common carotid. But rarely can we deter 
mine the pleeding point. This fact is Clutton’s jujstification for 
advising the ligation of the common carotid, together wth its tw 
terminal branches It may be asked, why ligate the common trunk 
and not the external branch? We find the latter sufficient in post- 
torsillotomy hemorrhages, but it must be remembered that in the 
ctter emergency quite different local conditions prevail. Pepper 


states that the ascendiny pharyrgeal which undoubtedly is the 


a) 


— 
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source of the bleeding in some of the quinsy cases comes off from 
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Since this paper was finished another article on the subject ha 
come under the author’s notice, viz., that by Nettebrock (Zur Ca 
suistik der Blutungen nach Tonsillotomie und ihre Behandlung 


Inaugural Dissert. Kiel, 1906). This writer reports two cases: 


(ase 1. Angina incised in a man of 30 years with slight bleed 
ing which recurred later and was controlled by tampon. 
Case 2. Tumor formed in the region of the tonsil, and wa 


incised on the fifth day of throat symptoms on the supposition that 


it was a quinsy. Fever was lacking, and no pulsation was mad 
out. Incision was followed by escape of blood, but no pus. Bleed 
ing recurred, requiring ligation of common carotid and tracheot« 
my This proved sufficient, and the tumor gradually disappe2re: 
Its exact nature was not determined. Some hemiplegia of thi 


tongue followed ligation, but this soon cleared up. 
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NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY 
Regular Meeti lreb. 26, 1908. 
WoLFF FREUDENTHAL, M. D. Chairman 
PRESENTATION OF PATIENTS 
A Case of Osteo-Chondroma of the Septum with Extensive Ab 
sorption of the Cribriform Plate, Tumor Extending Into 
the Cranial Cavity, Sphenoidal and Ethmoidal Cells. [by 
Rospert C. Mytes, M. D 


é 
‘ i ie! ha il yperation ym his nose t ig nr 
ears afterward, his nos¢ began to be obstructec i ne co lIted a 
physician, who made a diagnosis of a large bon rowth situate 
ve cdecp le nose | C. then consulte the 
who operated by boring through the nose. This was followed b 
me relief. In February, 1907, the patient consulted Dr. ( 
who diagnosed a large bony tumor back of the nose and advis« 
a radical operation. Patient consulted Dr. Myles at the New Yorl 
Polyclinic, April 27, 1907. Diagnosis was made of a very har 
d tumor, probably an osteoma, involving the posterior part of th 
septum and extending into the spheno-ethmoidal region. 

\ radical external operation was advised, but patient decline 
and was not seen again until January 8, 1908, when he consente: 
Diagnosis was changed to probable osteo-sarcoma, as it had mort 
than doubled in size during the past eight months and because a 
trocar was driven in it with moderate taps with the hamme: 

The operation was performed under cocaine, morphine and hyos 
cyamin anaesthesia by Dr. John A. Bodine and the writer, Jan 
uary, 18, tgo8. After one external carotid artery had been tied 

® and a temporary ligature placed around the other, an incision was 


1 


made transversely through the nose close to the inferior borders 


of the nasal bones, extending thrcuch the alae nasi and the qu 


td Gl 


1 


rangular cartilage down to the level of the face. This allowed 


1 


the tip of the nose to drop down on the upper lip. The incision 


was then continued along the line of the articulation of the nasal 
bone and the nasal process of the superior maxillary as far as the 
frontal bone, and thence across the nose along the articulation be- 


tween the nasal bones and the frontal bone. ‘Then the nasal bone 
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; 


was separated from the superior maxillary with a heavy pair of 


cutting forceps and from the frontal bone with a chisel and mallet. 
The patient at this juncture protested, manifesting symptoms of 
some distress and pain. The bridge of the nose was broken 
loose, laid over the left side and a large tumor was seen filling 
the greater part of the nasal cavities and accessory sinuses. The 
macroscopical appearances were those of a sarcoma, especially to 
our minds, which were already biased in favor of that diagnosis. 


\fter Dr. Bodine had removed a part of the tumor, he requested 


‘ 5 : 1 ° 7 4 saanie T a ain ] ee « hand; 
me to remove the deeper parts, which I did, aided by a headlight 
and instruments especially adapted if ntra-nasal procedures. 
Prolongations of the tumor had extended into the sphenoidal and 


ethmoidal cells, and the orbital and cranial cavities, Great care was 





t to put ( e phagocytic walls and meningeal mem 
branes \ little chloroform was used during the time I was re- 
movine the tumor from the cranial cavity. It was noticed that 


over the area where the cribriform plate was absent there was intra 


cranial pulsation for about one-fourth of an inch, 
Microscopical examination of the specimen proved it to be 
chondroma [his diagnosis was made by Dr. Jeffries and cor 


roborated by Dr. Jonathan Wright. I present a slide for you 
examination and a six-ounce bottle filled with onlv a part of the 


tume which was remo\ ihe patient has made an uneventtu 


1 


Replying to Dr. Coffin, Dr. Myles showed a piece of the tumot 
that was removed from the sphenoid cells; the parts that came fron 
within the cranium were long pieces, which had to be scooped out 
He did not expect to have any further trouble with the case. The 
tumor extended through the inner canthi and grew very rapidly 
The patient has been under the hands of several physicians, thoug] 
he did not remain long with any one. The results of the cocain 


anae thesia in this major operation. about the nose were 
ry satisfactory. During the tying of the carotids he made no 
protest, but complained of some discomfort during the latter part 


of the operation. 


Case of Offensive Ozena. By R. C. My tes, M. D. 

he patient was a young girl with an almost classical face, vet 
Dr. Myles said that she had had one of the worst and most offensive 
cases of atrophic rhinitis he had ever seen. The case developed 


when she was about 12 years old. If it had developed earlier in 
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life, the form of the bones would not have been so perfect. The 


case was interesting, as being one of most aggravated ozena with 
a perfect osseous development. The girl was compelled to leave 
school on account of the disease. 
The crusts were examined in many ways, and showed the diph 
theria bacillus. 
Case of Excision of the Tonsils. [by R. C. Mytes, M. D. 
Dr. Myles showed a patient with tuberculosis of the tonsil], cure 
excision. The man came in about five weeks ago fro: 
having been with his sister-in-law who had tuberculosi He had 
ulceration in the upper part of the tonsil « ‘ 
tne ¢ ectiy sues | ite ( bh Thre 
S¢ sec iT? ( Se’ < ‘ } rig Ss 
fourtl , the cann ¢ R 
rett¢ bh ele ( < ’ 
rt Ti ( 
b} e( 1 t] 107] | ( ( 
1 S r11¢ ¢ Oo 
cat ( 1 ) ] Ot | ( 
( TUT ‘ | | T ( 
as <0 pr mit ecsleii ; 
A Consideration of the “Herd’’ Theory as an Etiological Factor 
in Ozena. [by Clement F. Tuetsen, M. D., Albany, } 
fhe Pathology of Atrophic Rhinitis with Ozena. By D 
KyLe, M. D., Philadelphia. 
The Treatment of Atrophic Rhinitis, Including Ozena. [iy R 
EK. Mytes, M. D., New York. 
a dn, P j { j | 
Treatment of Atrophic Rhinitis. sy GEORGE | R 
M. D., Fall River, Mass. 
€ uUbdDiIs da Al this SSu / LH | } N ( 120 
DISCUSSION OF SYMPOSIUM 


Atrophic Rhinitis and Ozena. By Clarence Rice, M. D. 
( Opening the Discussion 
Py} hed in fu n this issu f Tur LARYNGOSCOPE. pa 125 


(iu Isiicad 


Dr. Myxes, closing, said that in his paper he had referred to the 


typical atrophic rhinitis, which when one sees and smells, one can 
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fe 


never confuse with anything else This type is rarely unilat 
and the picture is plain. The mucosa and the turbinals seem to be 
arrested in their development, In these cases he has suspected ¢ 
tagion either by contact or by air. He had seen three or four chil 
dren, in one family, whose noses were atrophied, and yet thx 
dren wert ros\ and healthy. 


This peculiar pus must have something sui generis. He d 
refer to cases in which there were dry spots, but t 


eral atrophy, and a general degeneration « f the mucosa which 


a peculiar gray color, and a peculiar tenacious pus Chem1 
1 1 

port that they have nothing that will dissolve 1t ut it has a 

OUS ¢ a vy of spre idi @ over na vdhe ] 1 tire irta 
muco He thought this had a eat deal to do with the a 

) d \ ypmel He b | | that Most ¢ tl sec etions ( 
fron ne accessory sinuses In such ¢ ises he gener II) foun whe 
1 4 . ] 7 

( sing the respective smuses } or hitteen dro] of a pec i 
eravish mucus, which yields under fermentatior recul and dis 
tinctive dot 

In response to a question from Dr, Kyle as to whether the ch 


dren to whom he referred all belong to one family, and whethet 


any of their playmates contracted the disease. Dr. Myles repli 
that had never examined any of their playmates and did 
kn ubout this point 

Stated Veetinege, April 2, 1908 


Joun A. Wyrrs, M. D., PRestpent or THe ACADEMY, 1n ihe 


WoLrr FREUDENTHAL, M.D. CHAIRM 
Dr. C. L.. Dana, on the part of the Academy, read a tribute of 


spect to the memory of the late D. B. St. John Roosa 


Symposium: The *Diagnostic Value of Symptoms of the Upper 
Respiratory Tract in General Disease. 


a. In Nervous Diseases. By Tuomas J. Harris, M. D. 
\ffections of the nervous system presented symptoms of valu 
and importance from a diagnostic standpoint in the throat and nos 
whether they were true organic affections or only functional diso1 
ders, such as the so-called neuroses. Of the two, the organic affec 
tions were the more important, and showed themselves chiefly 1 
the larynx, and were in the form of either sensory or motor distur] 


ances. The motor manifestations represented either an excess 01 
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in connection with tabes were rare. 


braim and spinal cord woul 


most if not quite as frequet 
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present was a delay in the muscular action. This might tak 


form of tremor in phonation, and an abnormal tendency to voic 





fatigue. There would be noted also the scanning speech, with 1 ‘" 
quent interruptions by high-pitched explosive sounds. The voic 


was often raspy or hoarse. Occasionally they met with tru p 





ralysis, usually of the adductors. (4) Syringomye 


nature, and reduced reflex irrit: 


laryngeal symptoms, also motor i1 


1] 


bility of the posterior pharyngeal wall. (5) Progressive 


paralysis was especially characterized by symptoms referable to 11 


tongue, lips and larynx. The laryngeal symptoms did not appx 
with any such constancy as did the symptoms referable to the toneu 


(6) Progressive muscular atrophy very commonly showed s 








toms 1n the larynx or pha , and these were usually of the na 
- 4 . 4 - . ‘ 4 4 - 4 
Ot a paraiysIs, either o1 the entire throat and larynx, or more itt 
( tl a n (7) Neurose¢ the functuonal neryous aitec S 
often showed themselves in tl upper air passages, a the tw SI 
“M1101 lyr emat ] . +4 | ¢ 
coinmoniyv met with w S agitans and hvste ara is 
acit: 1 conside1 I cas¢ Gave ris¢ 
Syvimpt S ind usual ( nk iracte | st i ri 
1iré t syn 1 ns were ( ent ( Vil a ICs + ! 
€ i > ~ 1} wensa Ss oft alte ( o \l 
tnesia ¢ the mucous membrane I nose and pu 
qu \"\ t ¢ | as wt as } 
Hvyperaesthesia an¢ nalges ( at hn x ‘ ( 
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i CNOK1i S i¢ ~ 
4 ) n I l ” Ss 1S |) ) 
na dl ng p 1 VA } 1) S] 
use to des e the spast! I | ( 
.] 1 ] r 1 
( S y rew other cone ons whi Pay S Ipto 
, 1 
| passages Dr. Hat ( i¢ nat t t S ( € 
Si \ Lh Ne < 5 t I 
qaiseases ere Ss Vinge of mm Cte ( ( ti part el 
O21S I Na receive 1 [ tiie est 1me 2 a 
ne orer¢ oreat oppo l to th il 2O1IOFI1S I 
stt l research than that which embraced the innerva 


larynx 


b. In Syphilis and Tuberculosis. [by Francis H. Boswortu. M.D 
Tuberculosis manifests itself in the upper air passages—in the 
nose, pharynx and larynx. Tuberculosis of the nose is a clinical and 


pathological curiosity, and presents no special clinical or diaecnastii 
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symptoms of value. The question of tuberculosis in the lower 
pharynx, the larynx, and the buccal cavity is mainly of interest 1 
that it gives a certain clinical insight into the virulence of the dis 
) ease, and the diagnosis is confirmed by the pathologist. \s a rule, 
the nearer the tuberculous process involving the upper air tract ap 


proaches the external world, the more virulent and hopeless the dis 


ease seems to bk Thus, the fatality of larvngeal, pharyngeal and 
lingual tuberculosis seems to show an increasing gravity in the or 


ler given 


When, however, we consider the manifestation of syphilis in the 
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nome ot the Pulnillla, bu A PIOUSIL\ ell on), ] T< r Ons 
wing to the fact that the necrosis and deep ulcers tollow s iD 
. , ‘ 
at they do not come under observatior But three cases art 
‘alled in a somewhat large experience In the vast maj 


cases the first recognition of the disease here is a necrosis of the 


vomer, or, in rare instances, of the turbinate bones, with the chat 
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acteristic symptoms of fetid odor filthy green crusts, and the pres- 


ence of necrosis detected by means of the probe. Necrosis of th 


nasal bones is almost pathognomonic of syphilis. Many entertai 


the view that syphilis of the nose or other portions of the air tract ’ 


i Ppaatl 

a progressive disease. ‘The writer thinks that this is to be ques 
tioned. According to his view it is rather an explosive disease, Th 
poison lurks in the system for months, gathering strength, virulence 


and activity, without manifesting itself in any form, until finally 


suddenly invades one of the tissues of the body, 


lepositing thes 
round corpuscle Having accomplished this, the outbreak becomes 


for the time being a local disease, the guimma in the nose brea 





down into deep ulcers, involve the whole mucous membran 


is well as the periosteum, etc., et 





The larynx is a-favorable point for the study of syphilis, but tl a 
diagnosis is oftentimes very difficult. The laryngeal-symptoms ar¢ 
not easily assigned to the various forms which it assumes—the pri- 
mary sore, erythema, mucous patch, superficial and deep ulcers. 
the majority of the cases we apparently have to do in the laryn 
with what may be called “laryngitis deformans,” an irregular, ¢ 
use thickening of the mucous membrane, as the result of a sn 
ulceration, with cicatricial sequelae, which seriously impairs the 
unction of the larynx, but which presents appearances that are oft 
puzzling Furthermore, we often have cases in which the ma dé 
reliance confirming the diagnosis lies on the amenability to the 
specific treatment Very often this fails to aid us. 


en we come to the consideration of faucial syphilis—the mani 
festations in the lower pharynx, faucial pillars, tonsils, palate an 
uvula, we come to the consideration of the region which is the most 
favorable of all portions of the economy for the study of syphilis 
and where it is readily recognizable It runs a regular course, man 


lops no deceptive appearances. 


f 


eccentricities, and deve 
‘rom a clinical point of view it is a rather curious feature of svpl 
is that it manifests a marked tendency not to transcend anatomical 
boundaries. Syphilis of the nose very rarely extends to the skin in 
front or into the pharynx behind; syphilis of the lower palate very, 
very rarely extends beyond the border of the soft palate above 
larynx below ; while syphilis of the larynx, even more than can- 
cer, shows a-disposition to remain a laryngeal outbreak. 

In concluding, the writer of the paper laid special emphasis upon 


three points: 
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(1) The larynx, beyond all other regions of the body, is a fa 
vorable site for the study of syphilitic outbreaks, and the one in 


vhich less than other regions they are liable to be mistaken 
(2) The hesitancy of philitic outbreaks to transcend a1 


borders 


(3) The fact that an outbreak of syphilis is self-limit 
shows no tendency to extend 

in other y s, the explosive tl ! lh that is } 

thy of considerat 


c. In Rheumatism, Gout and Diabetes. By Emit Mayer, M. D 
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tonsils. In adults this has not been a common occurrence Th 
have been cases occasionally in which there was distinct pain in thie 
ns:l, distinct cardiac involvement, and later joint affections. Most 
of the cases of pharyngitis and tonsillitis with joint inflammatio1 
have been cases of gout. 

The cases quoted by Dr. Mayer, in which aspirin cured the rheu 
matism, are of interest, for in his experience aspirin has failed to 
give relief in rheumatism, but it has cleared up mild attacks of gout 
and has controlled the pain in severe attacks. It would seem that 
the reporter of these cases had mistaken gout for rheumatism. In 


children he thinks there are many more cases than among adults 








478 SOCIETY PROCEEDINGS. 


in which the tonsil infection precedes the manifestation. ‘That may 
be due to the fact that the lymphatic tissues in children are better 
filters and hold the infection better, simply from the difference in the 
anatomical structure, as has been shown by Lorrel. 

Since Dr. Mayer had asked him to discuss this paper, he had taken 
more than usual care in observing a number of rheumatics, to see if 
in any there was any visible manifestation in the throat, or if an 
complaint or evidence of trouble in the throat existed before the tru 
rheumatism came on; and only those in which the large joints wer 
involved were counted. ‘There have been the usual number of dif 
ferent joint infections, and the usual number of cases of gout, but 
lot in a single instance during the last three months in Bellevue has 


there been any evidence that a rheumatic patient has complained of 


his throat. We know that germs can pass through the lymphatics 
yf the abdominal cavity and leave unifestations, and it may be 
that they can go through the lymph: of the throat and t Is 
ali ¢ ( ( ani ations 

Dr. Leszynsky said that as the larynx receives its innervatio1 


from the vagus and accessorius nuclei, particularly throvgh the pneu 


mogas c nerve nd its branche ny path O27 1¢ process in tne 
reg the nucleus ambiguus or in the course I nerve, will 
occasion tremor, spasm or pa of larvngeal muscles. This is 
kn¢ 1 Oo occul Nh vari ail¢ ol the pons and mie lulla nN 
ibe Ingo disseminated sclero progressive sp ial atro 
ph et \loreover, such lat ngeal symptoms al O arise in the course 


] ¢ ite le; tie et] 1: ywlhar 4) ‘ hy 
yf paraly$Sis agitans, convulsive tic, asthenic bulbar palsy, and hvys 





Ritact ; seal 1 ] aa SR, Rae See Seek. pete - OE : 
teria. In the so-called pohoencephalitis inferior, or bulbar paralysis, 


which such symptoms are characteristic and essential, the larynx 


is never affected alone, without involvement of the lips, tongue, pal 
ate or pharynx. It will thus be seen that all degenerative or in- 
flammatory diseases of the cerebro-spinal system are more or less 


frequently accompanied or complicated by implication of the 


The diagnosis of disease of the nervous system cannot be made 
from the presence of an isolated laryngeal or pharyngeal paralysis. 
While the latter condition may be highly suggestive, in no sense 
can it be considered pathognomonic. When laryngeal tremor, 
spasm or paralysis is the result of such general disease, other indica- 
tions will invariably be found. As tabes is the commonest type of 
organic nervous disorder, further remarks will be limited to this 


affection. A person may have suffered for vears from any tabetic 
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aryngeal crises without any of the obtrusive symptoms of tabes 


uch as inco-crdination, pains, ete-—yet upon eaxmination one may 


find unmistakable signs of the disease Such a patient is now un 
ler my care He is a lawyer, 49 vears of age Five years ag 
had a severe attack of whooping cough, lasting six weel \t 


that time one of the children in the household was also affected 





vsms have recurred at intervals of several davs or weeks evet 
since Probably the pertussis excited the subsequent laryngeal 
rises While it is an interesting fact that quite a large number of 
ironic tabetics have disturbances of the innervation of th ryi 
geal muscle the ma r instances t s of minor 
S part vith other ounce initestations | Dp 
| | 
1 iryng crisis has been kni to terminate ita 
rans arvngeal paralysi rare n contrast with para R 
1 iscies lt e cervical type | tabes vh ] 
Gre fF og e” nor crises postu nara \ ] bh 
ptoms are more like irise, the lower extremit b ning 
lis 1g¢est that loss of th ( 
< eases ir De ower extremit , 
he pupillay go] IT ESE Sik vhet 
| ! h ‘ I mnptiy ( ence of tabes or 
b l syph S sl ( il i he b Tre m1! | it 
i ( I @a I be he ( ( } hate r 
I ( 1ionos Ip ( the per es 
tire pp the correlatiol an Sst ikon vitl ner 
Dr. BULKLEY Said that he was sorry to be obliged to ta! ssue 
with Dr. Bosworth in regard to the ease of the a 
osis of syphilis in the mouth. He has seen many instances wher: 


lesion in the mouth was supposed to be syphilis, but was not; and 
any lesions which were found to be syphilis where that diagnosis 
had not been made It is probable that those who do not see much 
f dermatological practice hardly realize that t 


i 


l@re ar€ a half dozen 
different conditions in the mouth seen in connection with diseases 
m the skin; for instance, there are eczematous lesions about the 
mouth and lupus erythematosus is occasionally seen in the mouth 
He had seen a great deal of leucoplakia, which was commonly 
thought to come only from smoking, but is occasionally found in 
females, though almost invariably in smokers, white patches, etc.., 
which were constantly mistaken for a manifestation of syphilis. 


He had also seen a great many cases where aphthous sores in the 
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mouth had been regarded as syphilis, and in some of these cases 
the diaznosis was somewhat difficult. In many of these he has 
simply used therapeutic tests, avoiding syphilitic treatment, and 
civing other remedies, and had seen them pass away entirely, ev 

dently being simply innocent non-specific lesions. A certain small 
amount of lupus in the mouth might be mistaken for syphilis, and 


finally supposed syphilitic lesions sometimes turn out to be epithy 


Coming to the gummata, we constantly find mistakes 1n 
connectio1 Karly epithelioma is ofte touched with nitrate of 
silver, on the supposition that it may be syphilitic, and it 
often drifts into a serious lesion. Some cases of epithelioma can 
with difficulty be distinguished from syphilis 

One thing has not been mentioned this evening about syphilis 
viz., the tonsils being the site of primary infecfion. Syphilis of the 
tonsil, primary chancre of the tonst] is much more common 
most people think Some ten years ago he had the pleasure « 


reporting fitteen undoubted cases of tonsillar chancre, and since 


then he has seen a number of other instances. He had, of cours 
seen an amount Of syphilitic lesions in th tnroat and mouth, su 


perficial erosions, etc. Chancre about the mouth is also very con 


mon. Years ago he had reported the histories of over 50 cases 
of chancre of the lip, and he has seen thirty or forty cases sinc 
then, also many on the tongue. Chancre in the nostril is not eo 
tremely uncommon. He had seen several cases, where the ‘primar 


vas situated in this locality 

Lesions in the upper air passages, therefore, are a very in 
portant element in the diagnosis of syphilis. At the St. Louis clin‘ 
ears ago, he saw Fournier present a patient who had _ palma 

philis, and also lesions on the tongue; having the patient hold uw 
the palms by the mouth, he exclaimed, ‘‘diagnosis conclusive,” 
view of what had been said the speaker thought this a very danget 
us proceeding, as the trouble on the palms might be a chronic e 
zema, and the lesions in the mouth simply aphthous sores. 


It is not well to generalize too much about any of these les 


in the upper air passages. 

Dk. Stimpson said that as he understood the Symposium to-night 
the subject was the diagnostic value of the conditions of the upper 
air tract in relation to general diseases,—not so much the descrip 
tion of the lesions as we find them. Dr. Bosworth spoke of the 


importance of biological examinations and the relegation of th 
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clinician to the background, but the time has not yet come whet 
we can absolutely dispense with the clinical side of the question 


Some clinical manifestations are as absolute as any of the labora- 


5 tory findings, and the laboratories are often as dependent upon us as 


we are upon them. 


He was ve ry glad of the point brought out by Dr. Lambert, for 





| £ 
, ae 
it makes a connection between the practitioners in general and the 
pecialists. [he speaker has not noted the great clinical relatior 
Las narcite r 119777 +] 1 ] 
between acute rheumatism < t tis houg e some 
nvestigations clinically, as Dr. Lambert has ne \t times he 
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symptoms, and one cat ten be enlightened by an « 
the throat and finding evidence of tertiary svphilis there, it being 
~{£ . }: ] i. 7 rs oo 4 41 ‘ 
e of the few diseases which leaves a cicatrization i e throa 
\nother point of diagnostic value f: the og star 
oe m4 ] > . . f — ¢ P as C | 
nt 1s in the various forms of neuralgias of the fac« nques 
tionably the interest and the recent investigations in sinus diseases 
have given us etiological factors in many cases of neuralgia of the 
| lace. A case in point was one of supra-orbital neuralgia, whicl 
7 1 q . 
| J olf { : 
nad resisted all treatmen An X-ray phot y iph \ 1ci¢ l 


a perfect picture of sinus involvement was obtain Operat 
was performed and a large quantity of pus was drained out. ‘The 
neuralgia was purely of the frontal sinus origin. This was 
marked instance of the diagnostic value of a lesion of the upper 
respiratory tract. 

He agreed with Dr. Bulkley that it is very diffrv® at times t 
make a clinical differentiation in the various ulcerative conditions 
of the throat. 
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Dr. Simpson called the attention of the members to a recently 
published prize essay by Dr. Frissell of this city which present 
the best exposition of the etiology of rheumatism that he has s 

Dr. T. J. Harris said that in one form of syphilis of the nos 


had seen three or four patients who complained of all the sym 








toms usually associated with hay-fever—sneezing, obstruction 
watery discharge. They gave no history of syphilis, but sug 
gested that they were cases of such neurosis as asthma. He 
even thought that it was et s; but they were speedil 
b intispecific treatment Possibly he ¢ LOSI V< ttack 
that p f the nose; but the conditio is such that it y 
relieved | nti-specific treatment 

Dr. BULKLEY Ss that h ld eas nderstand lx 
gumma might | lt mptoms of asthma, and how the et 
night be affe ( Such Sé vould bea ut | contentio1 V 
iré ustihe Su es idn S ig ant ecihcs fe 
purp ( kit liagnosis 

Dr. ] TAY Si that the dis ion was well worth wl 

f it showed what differences of opinion there still exists as to wl 

( Ss ¢ t al hat rl] matism. 

For his own | he felt that he must accept the diagnosi 

ro" imb¢ | ( vers as h had f ind 1 the umn t 
eratt ‘ hich } d pi ented a vet small part { l f 
as eS writine 


The main point at issue was whether the infection enters by 


the mouth, and if so, does it find entrance through the tonsil 


For this he had presented rather fully the statements pro and con, 
and while the majority is not necessarily always right, its opinion 


seemed to the speaker justified, namely, that it should be answered 


in the affirmative. 


To show this the speaker mentioned the case of a young mai 


1 


whom he had seen after an attack of syncope, and found him with 
an endocarditis. He. had a history of a follicular tonsillitis a fev 
weeks previous and before that he had never been ill, a fact the 
speaker knew well, for he had treated him since his birth. On 
other case was a woman 4o years of age, with endocarditis. She 
had a tonsillitis, and cultures showed streptococci and staphylococci, 
the former predominating, fout days later she had a typical end 
carditis. 

Dr. Simpson cailed the attention of the members to a recently 
published prize essay by Dr. Frissell of this city which presented 
the best exposition of the etiology of rheumatism that he has seen. 
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Xanthoma. By Joun Epwin Ruovpes, M. D. 


To be published in full in a subsequent issu f THe Laryn Vy 


Tuberculous Laryngitis. By Gro. E. SHamauGu, M. D. 
h 


Dr. Shambaugh exhibited a case of tubercular laryngitis in a 
man 50 vears of age. Symptoms of hoarseness began about a yea! 
y ind at? tim " s+] 1 Py 1 
s L Al ) i nt V1 1 ] ( eeks is he s ere 
any other symptoms. Recently there has been some slight pain on 
swallowing. No evidences of tuberculosi ere found in anv other 
yart of the b The ( ndit | vas ¢ ( 1 o ] 1 
1 , . 
( t the il rl v extens lat filtration th 
ulcerat occupving tl ' the ae 
in I ) S S 
; 
( 
aré \ j “r Ol S ¢ 
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Chronic Suppurative Otitis Media, with Thrombosis of Lateral 
Sinus and Jugular Bulb, Erosion of Facial Canal and Cere 
bellar Abscess. Operation and Recovery. [Ly No 


Pierce, M. D 


DISCUSSION} 
Dr. Jos. C. Br he vere two p erest in this ( 
t presence Oo! I ) il ( ) ms 
e chill In a case recently under my care I made a diagnosis 


labyrinthine disease from symptoms such as nystagmus, staggeril 


Gait, etc. On exposing the labyrinth, I found it unaffected, but 
ere was a perisinusoidal affection and compre n of tl re 
11 Reset 4 4 + ’ AJ 1 ~] 1 sa¢ 

bellum, which was producing these symptoms. When leared up 

41: q¢,° al F ° : 1 Pray - 41 

condition, the symptoms disappeared. Therefore, may not tl 
iystagmus in Dr. Pierce’s case have been one of the symptoms of 


cerebellar abscess? 
\s to the second point, the chill, I have learned by experience, 
when this chill has occurred, to suspect sinus trouble and I expose 


the sinus at once. I have operated recently on such cases with gas- 
oxygen anesthesia to my absolute satisfaction. There is no danger 
of collapse and prostration. I would like to ask Dr. Pierce whether 
the facial paralysis cleared up. 


183 
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Dr. FRANK ALport: Would not the fact that there was evidently 
labyrinthine involvement in this case tend to lead one to suspect as 
soon as such labyrinthine involvement became manifest, that there 
was also a purulent infection of the brain which. indeed, proved ul- 
timately to be the case. It should not be forgotten that the laby- 
rinth is one of the principal avenues by which infection reaches the 
brain cavity. 
frequent blood examinations, both microscopical and bacteriological, 


For instance, the finding of streptococci in the blood would be a 


In all cases of mastoid or brain infection I invariably insist upon 


strong argument in favor of a septic intracranial complication. Care- 
ful and irequent blood counts are also useful, especially after the 
mastoid has been opened and we know there is no retained pus in 
this cavity. Under such conditions a high percentage of polymor- 
phonuclear cells would certainly lead one to suspect intracranial in- 
volvement. I do not regard the blood count as infallible, but I nev- 
ertheless have much respect for its findings. 

I agrec with Dr. Pierce in the deductions he has drawn in this 
case ; that is, I think it would have been better if he had at his initial 
operation broken through the bony covering of the sinus and as- 
certained the conditions within. It certainly would have saved 
much suffering, danger and time in this case, and would have only 
taken a very few more minutes of operative time. I am firmly 
convinced that in all doubtful cases the sinus and the dural covering 
of the middle lobe of the brain should be fully exposed, and be- 
lieve this to be the usual practice amongst aural surgeons. A posi- 
tive diagnosis in many of these cases is extremely difficult and we 
need all the evidence and side-lights we can obtain in order to per- 
form our duty to our patrons. 

Dr. Gro. E. SHAmBAuGH called attention to the fact that the 
nystagmus and ataxia which occurs in cases of cerebellar abscess 
are not unlike the same symptoms arising from a pus infection in 
the labyrinth. ‘The cerebellar abscess of otic origin arises usually 
from an extension through an involved lateral sinus, or by way of 
the labyrinth. If the cerebellar abscess follows secondarily upon 
suppuration of the internal ear, one may be able to diagnose the oc 
currence of a cerebellar abscess by finding a complete destruction oi 
hearing and an absence of increase in nystagmus and vertigo by 
the Barney method of syringing the external canal with hot and cold 
water. 

Dr. Pierce, closing the discussion: The nystagmus can be ac- 
counted for by the findings in the labyrinth. It was labyrinthine 


nystagmus because the condition disappeared after operation on 
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the labyrinth before the cerebellar abscess was opened. ‘The facial 


paralysis has disappeared almost completely. There is very littl 
lack of irovement on that side of the face. 


\ blood count was made a number of times, but I place less and 


less dependance on it as I go on with this work In positive cases 
we do not have to make it, and in the doubtful cases it is too un- 
certain and not always of value. 

This was undoubtedly a case of sepsis, but the question was 
where was the pus being poured into the venous channels On 
account of the condition of the patient and the fact that the sinus 
appeared to be normal. I deemed it best to dela opening it. 


Salivary Calculus. By Henry Grapce, M. D. 





Dr. ¢ sj ‘ alivary calculus about the size of a large 

| pea. The patient had had attacks of painful swelling of the sul 
maxillary gland lasting weeks at a tink Even between the attacks 
the gland was enlarged and somewhat tender \ concretion could 
be felt in the duct underneath the tongue It was sco D ed out after 
an incision under cocain injection. Uneventful healing. Gradual 

return of the salivary gland to its normal condition in about a month 
The Simulation of Mastoid Disease by Furuncle of the External 

Meatus and Peri-Auricular Abscess. by Henry GRADLE,M.D 

published in ft 1 subsequent issue of THe Lar 
2 


DISCUSSION. 
Dr. J. Honincer: - Although the differential diagnosis between 


mastoid abscess and periauricular abscess is exceedingly difficult 


it can be made [ often give this question in competitive exam- 
inations, and while the answer appears to be an easy one, it is not 
In three cases of swelling of the parotid gland the diagnosis was 
extremely difficult; in another case a mastoid operation became 
necessary because the mastoid was involved later on. The parotid 
was incised for pus. The temperature increased from 101° to 103 
F. The inflammation of the gland and mastoid was influenced 
favorably by interdicting the administration of fruit juice 

Dr. Norvat H. Pierce: The differential diagnosis between th 


~ 


swelling back of the ear caused by furunculosis of the external au 
ditory canal and swelling behind the ear from mastoid disease, is 
very siniple. In the former, there is edema of the soft parts back 
of the ear, and in the latter, there is infiltration. In the one case 
(edema) the swelling pits on pressure and in the other (infiltra 


tion) it does not. In infants there may rarely be some edema in 


mastoid disease, but it almost never occurs in adults and is not so 
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marked. A case happened in my experience where a consultant 
in a large city was called to a small country town to operate for 
mastoid abscess. The patient was a young adult complaining of 
pain in and about the ear, fever, and with marked swelling behind 
the ear; the auricle was displaced downward, outward and _ for- 
ward, and the external auditory canal was so filled up that a view 
of the tympanic membrane could not be had; but on the mere fact 
that it was edema and not infiltration back of the ear, the diagnosis 
was correctly made. 

Dr. O. T. Freer: An old gentleman had repeated swelling of 
the parotid, non-septic in character, occurring about once a week, 
and looking like a case of mumps. I knew that he had a recurrent 
parotitis, but could not discover the cause. A prominent surgeon 
said that there was dead bone in the jaw, which he wanted to re 
move, but the patient objected. He came back to me and con- 
sented to an opening of the duct of the gland. I took out a fish 
bone, ana the patient promptly recovered. 

Dr. FRANK ALLPortT: I agree with Dr. Pierce as to the diagnostic 
significance of edema and infiltration, but I have seen edema present 
in both cases. Asa rule, the diagnosis of furunculosis is an eas) 


QO 


ne, and yet I can readily understand how one can be misled. |! 
have had cases where I had to hold the diagnosis in abeyance, es- 
pecially when it is not a simple case of furunculosis ; where the start- 
ing point is a middle ear involvement, with more or less chronic 
discharge, followed by infection of the canal producing furuncles 
Dr. J. C. Beck: I want to call attention to a positive diagnostic 
point, and that is the skiagraph. In furunculosis the mastoid is 
clear, except when there is also mastoid involvement, as in Case 3. 
The skiagraph shows not only the involvement of the mastoid, but 
the degree of involvement. 

Dr. A. H. Anprews: I find the transilluminator very useful in 
doubtful cases. 

Dr. GRADLE, closing the discussion: Dr. Pierce’s differential diag- 
nosis applies to many cases, but what I wished to point out is that 
there are exceptional cases that are very puzzling for the time be- 
ing, especially when there is no swelling with existing pain and 
tenderness. In the third case, I certainly would have preferred 


to operate, but, unfortunately, the patient must be consulted. 


Case of Headache Caused by Non-Suppurative Frontal Sinuitis. 
By FRANK BRAWLEY, M. D. 


To be published in full in a subsequent issue of THe LARYNGOSCOPE... 
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Chondroma and Osteoma in Faucial Tonsils. [}y Lorenzo N. 
GROSVENOR, M. D. 

Microscopical examination of a pair of tonsils removed from a 
lady of 27 years. In one was found a circle of cartilage with 
many areas of ossification; in the other tonsil was a triangle of car 
tilage and bone. 

One group of writers found the tip of styloid process protruded 
nto the tonsils. Another group claimed the condition was due t 


bod 
11 





taplastic changes. Still another group considered that the cat 
tilage and bone originated in abnormal development of cartilaginous 
ts of the second bronchial arch. 
Ir St | of m “75e | draw the followino onclucsione : 
! tudy I my case, iraw le TOMOWINE CONCLUSIOI 
Ist. The cartilage and bone is not part of the styloid, for we 
cannot palpate the stump of the styloid process between inferior 
illa and the vertebral column Here, too, there is not a sin- 
vie nodule of cartilage or b me, but a ring or triangie. 
2d The condition is not one of metaplastic changes, for there 
vas no clinical history or pathological findings cause 
such changes 
2 ‘71 1K Ogi il conc Si here ( ( ] ore 
bone found in these tonsils was develop I I 
ed oF displaced embrvon oe | ib 
I 
arcn, \ \ 
Lantern slides were exhibited by Dr. Grosvenor, Dr. J. H 
ger, G. W. Boot, O. T. Freer, L. W. Ost and G eS 
g oh 
ugh 
DIS¢ SSTO Oo ) i 
Dr: O. J. St: I believe that Dr. Brawl ured | 
e work done on the naso-frontal duct, an by the e f 
| 7 


the middle turbinal, which, he says, is the usual method 
Dr. BRAWLEY: This is the one exception 
Dr. N. H. Prerce: Did I understand you to say that you 
ized the naso-frontal duct with trichloracetic acid? 
Dr. BRAWLEY: Yes. 
Dr. Prerce: Would not that cause stenosis? 


Dr. BRAWLEY: Not if it is followed by frequent and persistent 








THE AMERICAN LARYNGOLOGICAL ASSOCIATON. 
Twenty-ninth Annual Congress. Washington, D.C., May 7 to9, 1907. 
A. W. DERoavpes, M. D., President. 
(Continued from the May Number, page 416.) 
Large Tumor of the Laryngo-Pharynx Removed by Subhyoid 
Pharyngotomy. 
\ge of patient 51 years, developed a cough at 18 which persisted 


\t 36, became hoarse after grippe; at 45 breathing became slight 
ly labored, and in a short time she had attacks -at night when 


> 


there seemed some danger of her suffocating. 


Two years ago she started to choke when eating. <A laryng 
scopic examination revealed a large mass completely filling the 
laryngo-pharynx. The large size of the tumor and some adh 
ions made removal through the mouth impossible. The patient 


was taken in the Manhattan Eye, Ear and Throat Hospital, and a 
preliminary tracheotomy performed. \bout three weeks later | 


performed sub-hyoid pharyngotomy and removed a large fibroid 


tumor. The recovery was complete. A. A: 


The Problem of Asepsis in Routine Office Work. By Tuomas 
HuBBARD, M. D. 
(Published in ful ne Laryncooscore, July, 1607, page 519.) 
DISCUSSION, 
Dr. inc: I have an instrument that I should like to show in 


connection with this device for the sterilization of sprays in offic 


practice. It causes annoyance and difficulty, and often delay, to 
keep the spray-tips thoroughly sterilized. This little sterilizer 

attached to the back part of the cabinet. On the back part is a 
rack for the sprays. There is a stand arranged to fit on the back 


of the cabinet, with the gas-jet underneath for the heating. 


| use the same kind of sprays that Dr. Hubbard showed with his 


instrument. When they are setting in the rack, the ends of the 
spray project into the sterilizer. Being just above the level of 
the water, they are being steamed all the time. The amount of 


gas used is insignificant, and does not vitiate the air. You keep a 
guard underneath to protect the bottles; and take it off, if you 
want the spray heated to a warm temperature. The bottles aré 
liable to crack, if the heat is great on one side. 

The slot in the sterilizer corresponds to the height of the ends 
of the sprays; so, when thrown into the rack, there is no difficulty 


488 
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in fitting them in easily. It is devised so as to hold ei; 


sprays in the ordinary cabinet-rack. They not only keep thor 


oughly sterilized, but the water is constantly boiling at a very high 
temperature ; although I have no scientific measure of the tempera 
ture, and of the amount of sterilization resulting. When used 


not more than once or twice an hour, they are being steriliz 


the time. 


Che sterilization by means of steam has a double advantag¢ 
vou put the point of the sprays into t boiling soluti« thi ( 
likely to take up some of the water; and this gets into the sp1 g 

tion, either by capillary attractio1 by syphon-action, th 
soon becoming f fi ith water Sterilizing h st 
keeps the sp 1 yell « 1e¢ ir< i iT 1] 
ping with condens< 1 in ire 1 I 19h ish ( 1¢ Ss 
sO the y d not become st pp im. aS Tt ¢ dt eth if tl 
mucus dries the 1 of the spra 1 ive t ( 
through it 

[his device serves the purpose admirably in office-practic It 
is made by a local instrument-maker, and consists al 
sterilizer with a slot cut 

[ was very much interested in Dr. Hubbard's paper, espe 
regard to the sterilization of the instruments and of the at 
have not been quite so particular as he has been, but [ thinl 
very good idea In conversation with him, he told me that in the 


filtration of air there are so many impurities taken up by the filters 


that he puts on over the ends of the sprays, that we must often 
project a good many of these germs into the fields of operation 

especially woutid-surfaces. We have adopted the method of using 
these little tongue-napkins. | believe Dr. Hubbard uses the papet 
napkins instead. The dental napkins, four or five inches square, 
are, however, very convenient They cost less than half a cent 


apiece, and are practically always sterile; though you can sterilize 
them, if you desire to do so. 

Dr. ArtHuR A. Biiss: We are all very much indebted to Dr. 
Hubbard for ‘presenting this paper. He has given me many new 
ideas as to office asepsis. [I have not been so careful as he is; 
and I think it is surprising how little infection any of us have 


had in our work, yet I do not think many of us have carried the 
details of office-housekeeping to such an extent as Dr. Hubbard 


has related; but that is no excuse for not doing so. \ll these 
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details are of importance, especially the practical method of ob 
taining cleanliness in our office-work. 
Dr. W. F. Cuapreit: We are certainly all. indebted to Dr. Hub 


bard for taking such great care of the patients. | had hoped that 


he would also suggest some method by which the doctor could be 
taken care of | had an unpleasant experience of that sort this 


winter : 


| am sure that all of us, in using the sprays and the syringes fot 


the nose and throat; find that the patients often cough something 
on to the doctor. [ had this forcibly brought home to me this 
winter. \n old case of peritonsillar abscess was sent to me, and 


I found a large tumor down in the inside of the pharynx, which 


l we 


after examining, I found to be an abscess. On opening this 


had the bow! ready for her to expectorate into; but the pus, running 


out quickly, frightened her; and she jumped up, and expectorated 
the contents into my eyes. ] immediately washed them out, and tool 


€ LOOK 


] 1 


the ordinary precautions; and, always having been very well and 


strong, I thought that no germs could get into me. Five days af 
terwards, half an hour after having felt perfect well, I hi 
severe chill. I went to bed; and during the night, my eyes a1 

face began to swell. [ had a septic dermatitis, extending fron 


my eves and ears down to my neck, and lasting five days. 


After this experience, I certainly felt that hereafter [ should 
very well remember the danger to the doctor in our office work. | 


think that there should be some way by which we could be pro 


tected It is very rarely that a laryngologist goes through his life 
time without something of this kind happening to him. For us¢ 


in such cases, I think there should be something with which to 
protect ourselves. 

Dr. RicHARDS: Ordinary automobile goggles, made of gauze, and 
sufficient to cover the face, could be designed for this purpos« 


This arrangement would be cheap and it could be sterilized. The 


1 


doctor could wear it whenever infection was thought possible. 


t 


Dr. Myies: A subject like this is very broad and wide; and, of 


course, Dr. Hubbard’s known genius for practical things makes 
him a very good leader. I dare say that each one of us will im- 
prove in our method of protecting ourselves and our patients by 
using the newly suggested devices as soon as possible. \ little 


experience-meeting of this kind will give us what we are looking 


for most quickly. 
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In operating, I am frequently covered with blood from the top 
of my head to the soles of my feet. There is a peculiar kind of 
oiled-silk gauze that I use to cover the patient and myself It is 
very thin, and gives quite good protection from the fluids. 


1 


I also have on hand half a dozen panes of glass, and a nurse 
| 


<6 F 


holds one of them in front of my face while operating. In thes¢ 


coughing, gagging cases, when extensive dissections are made 
around the throat, and even in laryngeal operations, these are of 
use. I often need: three or four before an operation is finished 
They are simple, cheap, and easily washed and sterilized There 
are glass shields that drop down from the ceiling, but these cannot 
be quickly changed The simple pane of glass solves the problem 


better than anything else. 


Regarding asepsis in the office, we are just on pioneer ground 
I have my instruments boiled, the same one, perhaps, a dozen times 
a day. [t is an annoyance, but I do it on genet rincip Our 
regular office-attendants are not quite accustomed to this 
are not so careful as they should bé 

It is true that we have no definite knowledg 

uch sepsis in office-practice, but it is possible that there a1 me 
forms of septic conditions that are not localized in_ th 
ifestations. Sometimes, after operations patients 
so well as we should like in a general sense; an S é ( 


result of contamination [f someone would take up tl ubj 





and give us his conclusions as to a practical and economical way 
securing asepsis, [ think it would be a great advantagt | 
fession at large. It can be done with the proper paraphernalia 
but the expense would be so great that the fees would have to be 
too large for the patients to stand. The idea is to bring 

' 


the pale of reason. 


The asbestos-packed syringe is the only one [| find tha € 
properly treated We often do inject into the accessory sinus ca\ 


ities material that will be a source of danger. This happens pat 





ticularly in the early part of operations in which we curett 
sinuses. For this reason,.] have tried to avoid many applications 
on these wounds. [ should rather trust them to nature than to 
our ideas of cleanliness. There are too many sources of infection 
encountered in the process. \ man takes his finger and puts the 
] 


cotton on a swab, and then runs it up to the fresh wound [t 


comes in contact with his fingers and the patient’s nose, both more 
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or less septic. I have seen much better results follow my present 


way of dealing with such cases than have followed the previous 
indiscreet use of many applications, 

Dr. MAKUEN: I should like to ask Dr. Hubbard whether he has 
had any experience with the metal-piston syringe. 

Dr. Hurrarp, closing: No; but my colleagues have. They ar 


very satisfactory, but they need a great deal of attention to keep 


them clean and in working order. You cannot leave a corrosive 
solution in them without ruining them completely. The asbestos- 
packed syringe is the best. Those packed loosely are much bet 


ter for delicate work—one that is as long as possible, and works 
with as little friction as possible. That packed by Ermold is the 
best for ordinary purposes. 

Dr. Chappell’s inquiry has been answered by Dr. Myles better 
than I could have answered it. When there is a reasonable chance 
of doing an aseptic operation, I think we should go to the extreme 
care of wearing rubber gloves or sterilizing our hands thoroughly 
before attempting it. Dr. Myles has hinted-at this; and I find that 
Dr. King wears rubber gloves, as a rule—partly for his own pro- 


tection. I thank you for the discussion of my paper. 


A Review of the Methods in Use for the Removal of Adenoids, 
with a Description of a Method which is Thorough, Rapid 
and Safe. By Grorce L. Ricuarps, M. D. 
a7 hed in. full in Tur LAryncoscope, September, 1907, page 669.) 

DISCUSSION. 

Dr. MAKuEN: About eighteen years ago, when I was a pupil of 
Dr. Cohen's, I started to write a paper on the removal of adenoids ; 
and he said then that there was nothing especially new to say upon 
the subject, but even now it seems. to possess great possibilities for 
discussion; and as the time is short, the Chair would request you 
to be as brief as possible. This does not apply to the first speaker, 
who, at the desire of Dr. Richards, will be Dr. Farlow. 

Dr. Fartow: This subject has interested me for some time. In 
1897, | showed in this very room, the instruments used in removing 
adenoids. It almost seems to me that, in order to cut off anything 
well, there should be a fixed point, or fulcrum; for you can do it 
better with something that holds and then cuts, than with an instru- 
ment that just cuts. The Gottstein curette simply cuts off, and 
the part of it farthest from the stock seems to deviate. The use 
of something like the guillotine, which holds and then cuts, is an 


ideal method. The disadvantage of the guillotine is in cases in 
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which we cannot see into the pharynx so as to know how large 
an instrument should be used ; whether the growth has spread about; 
and whether it will fit that particular instrument. For that reason, 
it has always seemed to me, in contradistinction to what Dr. Rich 


ards has said, that it is adapted to growths that we can see, and 


not so well adapted to use in the cases of young children. |] ig 
children, the operation is done under complete anesthesia, ch 





case we can pass our finger in and tell where the growth is. Ther: 


are very few as good as this for use when the patient is under local 


anesthesia. We can form an estimate of the size of the instru 
ment; we can remove it with very little bleeding; and the discom 
fort is reduced to a minimum. It seems to me that this instru- 


ment has such a field of its own that there is nd comparison with 
other forms of operating. 

I have operated on some of the members of my own family, and 
have tried upon them different methods; and they have told m« 


that this is as little painful as any, because the operation is done s« 


quickly. One of these operations was done in such a smooth 
manner the patient did not spit out the piece afterward It 
was done at a clinic; and a number of doctors, who had come to see 
me operate said: “You did not succeed, for you did not seem to 
get anything out.” I looked into the throat and saw the growth 
in place, and I thought that my instrument must have slipped; but 
I passed a probe through the nose and dislodged the growth, and 
it came out all in one piece. The patient was not conscious that 
I had cut anything, and those present had seen no blood. What 
little blood there was had probably cemented the piece there, but 


there was very little bleeding after she had spit it out. 


The use of the guillotine, seems to me an ideal method in proper 


cases, but I do not quite agree with Dr. Richards that it supplants 


other instruments for use in children under anesthesia. In other 
cases, however, it seems to me away ahead of them. The forms 
that have sometimes been made give the light from up above down, 


and do not fit in well; but some of these modifications are well 
adapted to the cases. It is very important to either feel with the 
finger or look in with the mirror, and see what the problem is. 
Dr. DELAVAN: As regards the sales, I think Dr. Richards has 
given a false impression. [ have followed them for a number of 
years. I had nothing to do with the sales ; my commission has, in- 


deed, been unusually small; I only know that in talking to the 
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instrument-seller, he would tell me that he had sold a great many 
of them. 

Dr. Ricuarps; The instrument-sellers told me that they had sold 
very few. 

Dr. DELAVAN: My experience with the Schuetze instrument was 
not fortunate. [I sent abroad for one about ten years ago, and at- 
tempted to use it on a child under complete anesthesia. The blade 
broke, the side-bar, which connected the blade with the main body 
of the instrument, having given way at its attachment; so I then 
had an inch of side-bar with the blade, constituting a slender object 
of steel with two arms at right angles to each other, which had be 


come entangled in the adenoid at its thickest part, resisting the 


removal of the instrument. I found it very difficult to disentangl 
this foreign body. Had [ been operating without complete anes- 


thesia, I should have been in an awkward predicament. Fortunate- 
ly, the foreign body finally came away. 

One thing that renders this instrument: objectionable is that the 
pharynx must fit the instrument. It is desirable that our instru- 


} 


ment should adapt‘itself to the conformation of the pharynx. | 


do not believe that three sizes are enough to meet the indications 


for the different ages and sizes of the patients. 


Regarding the Gottstein knife, we have other makers of knives 
much better. There is scarcely a good sample in Dr. Richards’ 
whole outfit. The best modification of the Gottstein knife that | 


have been able to find is that made by Dr. Richard Frothingham, of 
New York. [ have a set containing six different sizes. It is 
adapted to the conformation of the pharynx; it is perfectly shaped; 
and is far superior in every way to any of those passed around. I 
think it a great pity that this particular instrument has not been 
better recognized by the profession, for I feel sure that it would 
prove acceptable. 

Regarding the palate retractor, our friend, Dr. Hooper, who was 
the man to introduce the method of operating under anesthesia in 
this country, uses a retractor of hard rubber, which is better in ev- 
ery respect than any metalic retractor ever made. If you have 
not tried it, I recommend it to you. 

The subject of clearing out the fossa of Rosenmueller, I thought, 
had been exhausted long ago. Adhesions in this neighborhood 
and adenoid elements have a marked effect upon the Eustachian 
tube and the middle ear. The older otologists under whom I 


studied advocated this very strenuously, and have sent to me pa- 
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tients 
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the fossa of Rosenmueil 
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1ad been a fragment in 


had sub- 


leaving 


removed, 


j 
and 


er ; whose ear-symptoms not 


sided. [he removal of this fragment was followed by distinct 
reuet, 

Dr. W. K. Stupson, New York City: I use Dr. Frothingham’s 
curettes. Phe re by far the best shape of curette that | Ww 
He has ified them so that they fit admirably th 

s conditions he sopharynx This is sometimes a matte 
sonal e bu think it, coming down to the f 
ps, which |] efer urett ( by Dr 
( nol ré yest | a ou lz é 
1 | ] 
~ 9 i | » has r re 
bl iking t de ( n to This permits one S W 
_ f 4 ] } 
P 
1 he ( ett ( 
Dr. C h lebted to Dr. Richards etn 
dice: ral ‘ . Ly; 
Vi 1 re e rest { mp 
1 . ; 
il ~ COSS ib ~ NK 
d the eg 1 Dr. Richards S ‘ 
lels th: . ‘ ant ar aise . 
1 - . 7 
ause of tl t 1 Eustachian tube: | it 5 
nt he rht off, does 1 Phe 
- , 
fe é LV r par S S 
V \ can W < Sx 1e t] inctr ‘ C Dr 
c iemne¢ re poor 1 le f o str ) 
et by the designer We know that a mai ms 
in instrument and takes great pains to se it yp 
7 ° ‘ 
but when it comes to be ide by some other instrument-mak« S 
lesigner w ( t recognize it 
Dr. Swa response to Dr Farloy uggestion I b rht 
Shy , 4111 | L. 1 Caw ¢ j . 1 
Schuetze o1 i ced tor it aq good wo I is S 
] - ‘ ] half fy hree_frai : 
sened my general anesthesias b yne-Nali t not three-tourth In 
quite young children, I have been able to get out a large mass rea 
ily with my finger. 


Dr. Richards has do 


] 


ne what I have delayed doing myself, and 
rigged a guillotine shorter in the shank. The limitations of the 
instrument are—and I have used it long enough to speak with 
authority—that when you have a central mass on two sides, you 


are liable to miss the si 


le 


strings from the main mass; and that you 
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often miss the part of the growth on the posterior wall, where the 
axis articulates together. There is no single instrument that has 
not its limitations, nor any in which the man that is accustomed 
to it cannot do better work with it than with an instrument that he 
does not understand so well. If you follow up the Schutze guillo 
tine with a blade-currette, you can do the operation very nicely. 


It is not perfect, but it is a method worth considering, 


Dr. CASSELBERRY: I have been so unfortunate as not to have 
heard Dr. Richards’s paper, but I have a word or two to say. | 
think I had made for me the first adenotome made in this country. 
The instrument was sold for quite a number of years by a Chicago 
house, but I never thought much of it, or used it very largely. The 
next instrument of this kind that came along was the Schuetze, and 
I did not think much more of it. It was narrow in its loop and 
obtuse in its curve, and was also too long in its shank. ‘The next 
put on the market was the Gradle. In our part of the country this 
at once attracted attention as an instrument that would do, in my 


hands and those of my confreres, what neither my adenotome nor 
that of Schuetze could do; yet the Gradle instrument also has its 
limitations. J will not repeat those that Dr. Swain has mentioned, 
but I should like to add my voice in their favor. There is another 
limitation, which he has not mentioned, which has been the most 
difficult to correct. The Richards instrument may correct this de 
fect. I do not know; for I have not used it and have not seen it 
After the use of the adenotome IJ find, on examining afterward, that 
when [ have removed what looked like a very satisfactory oval, cor 
rectly contoured adenoid in its entirety, and when I have also got 
the lateral parts—I have left a couple of pieces behind the posterior 
nasal openings, and have to make a supplemental operation of some 
sort, to get the openings as large as they should be. That is a nec 
essary limitation of every adenotome that I have seen. 

Dr. RicHarps: I have referred to that and shown how to ob 
viate it. 

Dr, CASSELBERRY (continuing): Of course, the adenotome will 
do in connection with curettes. I am now using one that ] have 
devised, but have not yet published. I have spent much labor on it, 
and would call it a modification of the Gradle, because it conforms 
to the acuteness of the Gradle curve. It does away with the cum 


bersome handle; and another great advantage that I find in it is for 


use in adults and adolescents—those that can sit in a chair and have 








the operation done, 
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in whom you can do what 


497 


vou have to do with 


stroke, and in whom the operation fairly 


instrument 


a single you can make 


satisfactory without serious discomfort to the patient. use it 


n 


yften, but do not consider it o1 any other adenotome a 


t 


f universal applicability. 








Dr. LELAND: I make a complete clearing-out of the fossa of Ro 
senmueller. You have to get the adenoids out of-that, or there w 
be recurrent earache When the adenoids ar emoved by a throat 
man there is often recurrent earach« \W cs this It is hecause 

e fossa of Ro 1eller is still fille ng to the fact that we 

se the Gradle forceps larger 5 necessal We do not con 
sider the bulging forward of the sp When we use 
small instrument we can get the first « e do straight and bring 
it down to the side of the mouth, wher vis] yf You 
then get the fossa of Rosenmu clean¢ Wher u go in 
| raight, you kn vhere re :oing—wh 1 curvy round 
you may cut off the Eustachi ibe The smaller Gras mi 
times used is the ne to u ither than irgé ne tl 1 fit 
the cases. 

I want to speak of something that happened at the Pittsburg 
meciing, in 1893 or 1894: Dr. Roe was told by the President that 
anyone showing instruments before the Association must present 

them to him. I suppose this will not be enforced to-day 

Dr. Swain: I want to testify that this law still in existence 
them to him. [ suppos ll not be e1 to-da 

Dr. Myxies: Dr. Richards’s demonstration is timely I have n 
doubt that, for a certain line of cases, this is an ideal instrument 
but, as we are teachers to the general profession, as well as aiders 

ourselves, I think that there are two ways of looking at it 

We ought to go on certain principles. If an adenoid is to be re 
moved, should this be done by introducing an instrument into a blind 
cavity, without intelligence as to what the instrument is doing? Or 

should we direct the forefinger in there, and let it tell us? JI am 


opposed to having anyone that has not thoroughly educated the tip 


f his finger introduce any cutting instrument without also intro 
ducing his finger. 

On the other hand, this instrument is practically protective, pro- 
viding the center axis of the instrument is kept in a line with the 
center of the head. I have tried this, and have shown how easy it 


If kept in 


is to remove unnecessary parts when this is not done. 
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the. center line, it can do no harm. This is a great advantage to 
the man who has the elbow education, so to speak. One can tell 
when one has the Eustachian tube or any other part by the educa 
tion of the arm, but I should not trust to this altogether. When 
using the forceps the average man should have his finger in at the 
same time. I do not see how anyone can attempt to remove tissue 
from the Eustachian tube without having his finger in. 


\bout eight or ten years ago I presented before a society sot 


specimens of synechiae of the vaginal process. I wonder whether 
. “ 11 . +1 - 4 “— } r4 | 
they grew there normally, or were the results of adhesions. I hay 
1 good many specimens showing complete synechiae here seems 
to } 9 WnN1I0ONn | .4 : h ada : and certain hin< 7n the tit 
» pe a uniol etween the adenoid and certain things in th tub 


It would appear to me that if we clear out the Rosenmueller fossa 
to the right depth we might prevent these adhesions. If we put 
two raw surfaces together we are almost certain to have adhesions 


[ have never removed the adhesions entirely, but have broken tl 


oose in the deeper part ereat many cases have no adhes 
al 
) i} I ( nas so we qarawh, | have 1 
had to p ny finger in the nares and hold ther ntil I « 
vith the torceps One little tric that hel tis is tl if th S 
ne! s pushed to tl b part of the septum ntil it is drive 
firn ito the septum, yi in o* out; but if the engagemet 


is bad, you will have a chunk left to be removed later with the snar 
through the nose, or by means of the forceps 

I have used the Schuetze adenotome a number of times; but |] 
finally gave it up, as I found that it had no special effect, except 


being a good instrument to use with young adults. When a little 


locates the adenoid and ther 


; 


: rier ¢ } 
chid 1s under an anesti 


1etic, a specialist 
slips in the instrument. 

Dr. MAKUEN: I regret that among all these beautiful instruments 
that are to be donated to the Association 

Dr. RrcHaArps: I cannot donate them. . do not own them. 

Dr. MAKUEN: I fail to find a modification of the Gottstein curett: 
that was made for me fifteen or eighteen years ago. It was mad 
with the thought in mind that Dr. Myles has just advanced. Ther 
are two modifications: one, this little moon-shaped excavation be 
hind the blade, to enable the operator to get behind the growth: and 
the other, the Jittle notch in the tip of the handle, which enables th 


operator to hold the instrument in the correct position, firmly agajnst 


the posterior wall of the pharynx, so that it may be brought down 
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firmly through the growth without wabbling arou 


it does when it is held as is a pen. 





in the hand, as 
If you get it firmly fixed in the 


fourchette of the hand, you can bring the adenoids out as perfectly 





: ? SY : ' 
and as whole as you can do it with any other instrument 
yCTTAD ~1 on J ‘ stich ; ‘ snder | 
Dr. Ricuarps (closing): I do not wish to be misunderstood. | 
ay attentio1 the SS Lose é have shown the 
em af 
rette and the original Hoope t 1 meé mean that the 
nt teaching is that evervthir " ee Mana 
SCilt ACLINMIY’ IS tlld everyti iv’ lus come ou S 1 FOO 
hz » tor at evervthinea - ¢ +1 he that ' : Ft 
lave rn out everything in¢ ne ¢ S at appear aiter- 
rd are just as troublesome as those t ve occurred before. 
creat many cases i! lildren t ! el tissue in 
> 
cc 7 Ri ce1 elle S < ind pt ) t 1 ¢ l be rc- 
with the finger 
- gas : ’ , Ay ‘ 
Wit ference to Dr. Casselbe s rémat [ would say that ] 
t t } ; , | } 
S ~ eT ¢ ¢ | l . r il 9 S 
Dp 
can wuseé e ¢ ett bot e€ 11S ¢ th s type St nent 
+ 4 1 
e finger s é crowt Y O1 n push the 
) | 7] ' c ) noaces the tenect 
fe i : rag 
S Bal t 
( sUpPOS¢ 4 ! agree with n but a 
1 7* 7 
thing to take thes subiects l ac that the models 
) Du the ré ( ) ( ne at 1 ¢ S ) 
i ire 1iescl ye r b S ¢ 
} “hil 1 1 
some child’s nasopha 


Straightening the Nasal Septum. by Art! wW.W 


s] n ju | 7 
DIS< SSIOD 
. 
x. Briss: Since Dr. Wats reported this operat is bec 
; : 
e of mine, among the seve! f< s of operation that I « 
[ think that th no one operat hat we yn in 
case. I can speak in the highest terms of the results that | 
hers have obtained from this operation, and [J am glad D1 
Watson has brought it again before the societ 


It seems to me that it is well for us not to forget tl 


s of operating upon deflected nasal septa. The 


new operation of 
S nucous resection is being not to say overdone ; but it is a fact that 
the younger men are using it to the neglect of many of the older 
ind well-established methods which have been the product of long 


of experience and an infinite number of satisfactory results. 


not want to say anything against the submucous operation, for 
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it applies to a certain class of cases; but for the angular deflections, 
Dr. Watson's operation is ideal. I do not thing it works in rounded 
deflection of the septum, which is without angles, so well as the 
Asch operation; but for the angular deflection, I do not think that 
any other can be so quickly done and is so satisfactory or perma- 
nent in its results. Dr. Watson’s name alone should be associated 
with this operation, for I believe that he deserves the credit for de 
vising’ it. 

Dr. Mayer: This operation has been confused with the name of 
another operation, and has gone by the name of both combined, 
more than with Dr. Watson’s own name; although I have always 
felt that it was the Watson operation. I can commend it very highly. 
I recall very well his first description of it before this Association, 
and I frequently perform it, especially in young children. I know 
of no form so well adapted to the deformities of the cartilaginous 
septum as that described by Dr. Watson. 

[ should like to- lay stress upon one point in the operation, and 
that is the freshening of the edges of the floor on the concave side, 
after having performed the operation on the convex side. I find 
that having freshened the edges has given a double opportunity for 
holding the part pushed over into the concavity. In packing, hav- 
ing in mind the suffering that the patient must experience in having 
the nose packed with solid gauze for four weeks, I use a piece of 
rubber tubing, which helps to keep the part well over, if it properly 
fits the nose. 

The operation described by Dr. Watson has not been forgotten. 
When we sift the matter we shall find that there is no single opera- 
tion that is going to answer all purposes, and that for the deformi- 
ties or the conditions that follow accident, and for the relief of ex- 
ternal deformity, even more than of obstructed breathing, opera- 
tions of this character will be done for time immemorial. 

Dr. CASSELBERRY: I want to know whether Dr. Watson cannot 
devise, in connection with this operation, some method of doing at 
the same time as the main operation what he sometimes seems to 
have to do afterwards. He tells us that if there is a sufficient 
thickening along the long part of the horizontal cut to protrude 
it has to be 
taken off, as a spur would. This means operation No. 2 for the 


into the nostril of the convex side after the healing 


>) 


patient. I have to apologize when I have to do a second operation, 
especially in children. It would seem that Dr. Watson’s operation 


would be ideal, if he could do it at one sitting. 
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lt is a very useful operation. I have had frequent opportunity 
to test it. I had occasion last year to testify to its usefulness in 
children under general anesthesia. It can be done quickly, effi- 
ciently, and without difficulty. I prefer to operate on children un- 
der general anesthesia. 


As I remember the operation, which has come down to us with 


a hyphenated name, the incisions went all the way through the sep- 
tum—through the muco-perichondrium of the concave side. I have 
done it without going all the way through. Now, I understand, 


Dr. Watson goes through only one Side. 

Dr. Watson: By pre ference | do so: but sometimes it is not pos- 
sible. 

Dr. CASSELBERRY: My difficulty was that when I wanted to go 
through only one side I could not make the fragments lock. I had 
to go a little further back. I extended my incision with a saw, in 


order to get far enough back to make it lock 
Dr. BALLENGER: I wish to speak favorably of this operation. I 
have often performed it in years past, and had the pleasure of per- 


forming it only a week ago, with satisfactory results. My name 


has become connected with the submucous operation through the 
accidental invention of a little instrument, and the impression might 


be that | am wedded to t 


hat operation to the exclusion’ of all oth- 


ers. [Lam not. I have frequently performed the Watson operation, 


the Ash operation, the Kyle operation, and others; and [ think that 
in the near future I shall probably do a larger proportion of these 
operations than I have in the past. 

When one takes up a new operation one tries it in all sorts of 
cases. I have probably used the submucous resection in cases in 
which in future I shall perform the others. I think with Dr. Wat- 
son that when we can save the framework of the septum it is best 
to do so. I had a slight sinking-in of the nose about two months 
after a submucous resection, not having made due allowance for 
the chondritis that undoubtedly followed the injury. In the class 
of cases described by Dr. Watson his operation is a very desirable 
one, and one that should be chosen for the purpose. I simply 
wanted to place myself in the proper light before the Association, 
and not be misunderstood—although I do not know that J have 
been at all—as to my position on the subject. 

Dr. Mytes: I have never exactly understood from the history of 
this operation that it was the Watson operation. Probably Dr. 


Watson will explain it to us. My understanding was that Dr. Wat- 
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son never cut through the mucous membrane on the other side. 
Dr. Gleason always did. There was a great difference between the 
two procedures. Dr. Asch’s operation, also, was always confined 
to the cartilaginous septum. ‘Those that use his operation perform 
another, in addition; that is, breaking up the bony septum. 

In 1896 I read a paper on the Sub-Perichondrial Operations of 
the Nasal Cartilage, in which I described certain results. As long 
as I confined myself to the cartilaginous septum I had no trouble, 
but as soon as I tried to perform a bony operation in connection 
with it I got myself into difficulties. In two cases that will be re- 
ported by friends of mine there were deaths following the sub- 
mucous operation. The deeper the operation on this bony septum 
the more serious it becomes. 

A thing that bothers me very much is the perpendicular plate of 
the ethmoid, which is a difficult bone to manage. I have had to 
remove up to the cribriform plate, near the nasal bones, and divide 
the plate of the ethmoid; and I have always felt apprehension in 
such cases. In olden times, in doing that which I was trying to get 
by the internal route, I sawed and drilled it off. Even then I was 
apprehensive. When one considers that the meninges of the brain 
depend through the cribriform plate down on the middle turbinal, 
we must be apprehensive in such circumstances. Does Dr Watson 
perform his operation on the cribriform plate of the ethmoid in sucl 
a manner as to relieve this apprehension? His operations are ideal 
in certain cases. 

We have so many instances in which we have to do a series of 
operations that it would be well if we could do these two at once. 
In order to clear the field thoroughly, it frequently happens that 
we should not attempt to do too much at one time; so we do three 
or four operations, instead of one. 

Dr. CoHEN: I have a great predilection for this operation, from 
which I have seen most excellent results. Dr. Gleason’s operation 
includes a vertical incision behind, and in front a longer one, which 
makes it a more extensive one; then he puts in his finger and forci 
bly breaks the bone. I have seen serious cerebral trouble follow 
that procedure. When it did happen it gave a great deal of anxiety. 
Reference has not been made before in the discussion to the differ- 
ence between the Watson and the Gleason operation. What-is called 
the Gleason-Watson operation includes the additional vertical in- 


cision behind, and a large vertical incision in front, so that the cut 


has a squared ‘‘U” shape. 
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Dr. B. ALEXANDER RANDALL; If it is permissible for a visitor to 
venture a word, | think that there is a point that has great bearing 
upon this subject; and that is the marvelously straight piece of the 
septal cartilage that we obtain after removing what was a markedly 
angulated cartilaginous portion. As soon as we have stripped off 
its mucous membrane, the cartilage straightens itself in a marvel- 
uisly satisfactory manner. 


| 
in laying stress 


The operation as now presented by Dr. Watso 


upon the carrying out of the procedure without perforation of the 


mucous membrane upon the concave side, is virtually a submucous 


operation on that side; since there must be a considerable detach 
ment of coverings, so that the part shall slip over 
\s I have understood the Gleason operation as contrasted with 


the Watson, Gleason is particular that there be a horse-shoe large! 


vertical, behind and in front of the deviation, to overcome the resili 
ence. He also rather avoids getting the flange, which is the pride 
of the Watson operation [f this point of the relatively submucous 


work of the Watson operation is borne in mind, we shall see why 


it is as satisfactory as it is 

Dr. Watson (closing): In answer to Dr. Maver, in regard to 
freshening the concave side, 1] would say that I think that is a pretty 
200d idea Not cutting th icous membrane « | ncav le 
however, accomplishes the same result. When the parts are pushed 
over, the muco-periosteum is stripped up from the base, a ng 
the cartilage of the other side to fall down between it and the car- 
tilage of the base. That denudes that portion and makes it adhere 
again. This is one advantage of not cutting the mucous membrane, 
and another is that it keeps the other nostril free from blood. If 
there is any danger of a perforation following, this is als bviated 


largely by this mucous membrane’s being left intact 
I think that Dr. Cohen or some other speaker spoke of the Glea 
eration, mentioning the fact that it cuts 


son method of doing this Of 


the mucous membrane on the other side. I always used to cut it 


¢henvacenmn « —_ i oe soul C emurae ‘ 147° mam . 
through at first, and did not think of saving the mucous membran 


ut I 


on the concave side. This is a refinement of the operation, | 
do not insist upon it. It makes a nicer operation 

Dr. Casselberry spoke of the spur removal. When | first did the 
work I removed the spur at the same time: and I sometimes do this 
still, when it is marked and constitutes a thick mass extending into 
the other nostril. Occasionally you will find a case in which you 


are undecided as to how far to go, and in such cases it is better to 
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let it remain and do the operation, if necessary, later. Sometimes 
it rounds itself off in healing, and it is not necessary to do another 
operation. In the thinner deflection, in which we have the hardest 
time to make the overlap stay overlapped, breaking the lower por 
tion of the septum which is left and straightening it up will obviate 
the difficulty. It removes the projecting portion and increases tne 
lapping of the parts. 

Dr. MAKUEN: Why not remove the spur before the operation ? 

Dr. Watson: Because we want to utilize all the straight part of 
the septum. It is practically straight down to the angle, and all 
below is bone, at the suture between the vomer, the triangular cat 
tilage, and the perpendicular plate of the ethmoid. We get the car 
tilage just above the bone, and do not have to use the saw. Occa 
sionally there is a spicule of bone. The saw does not leave a good 
operation, because it goes through in a straight line, and one cannot 
make the proper curve underneath the overhang. 

Dr. Mayer spoke about packing. I have used all kinds of splint 
and packing—the rubber-tubing, the gutta-percha molding, hard- 
rubber splints, etc. The latter are not made for the particular nose 
upon which vou are working, and are sometimes too large in front 


and too narrow behind. Therefore I prefer the gauze. I do not 


dS 


] 


find it at all disagreeable to the patient—not so much co as a hard 


lressing It shi 


ps in and out easily, and can be greased after the 
first dressing. It does not have to be tight. In the cases in which 
the results are the most successful there is no necessity for an) 
packing. There is a danger that the patient may blow his nose and 
produce hemorrhage. I put the gauze in partly to avoid this dan 
ger. Otherwise, in most cases the parts will stay in position by 
hemselves. 

Dr. Myles spoke of the perpendicular plate of the ethmoid. These 
are the cases that | excepted from this operation. I do not know 
of any better way to remove the deflection than to cut away the 
curved bone by the submucous operation. 

Dr. Randall has said that Dr. Gleason, in doing the operation, 


does not make a bevel. He does not do this intentionally, but he 


does do so;in sawing up he makes the bevel.. He came to me after 


he had published his article and acknowledged that it was the same 
I 

operation as mine, with no difference so far as the principle goes— 

the principle of overlapping and the beveled incision. J should 


have had no objection to his claiming all that is his own, Most of 


it is mine, however; and he knew my operation before he ever 
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thought of his. That is why I objected. I want mine to stand on 
its own merits, and I want crédit for that part which is mine: any 


me else can have the rest that wants it. 


Local Anaesthesia in Operations on the Maxillary Sinus. [) 
GorpdoN Kina, M. D. 

The author finds the use of a general anaesthetic in operations 

about the antrum not only a source of unnecessary risk to the pa 


a ¢ : ] = 
tient, but a most annoying hindrance to clea 





yf the operative proc dure In BL: rforming 

yperation on the maxillary sinus practically 

‘an be obtained in every detail of the operation by 

f 274 ¢ 1 ade alae anrl «x +] rant 

of cocaine and adrenalin, and with such ri 

yperator to finish the operation within twe1 

general anaesthetic much delay and iticon 

flow of the buccal secretions and blood, and by the cupation of 


the operative field by the anaesthetist’s cone. 

\n important point in the technic is the injection of the anaes- 
thetic mixture into or around the trunk of the infra-orbital nerve, 
which insures analgesia of almost the entire field of operation, 

Within the past two years the author has employed this method 


‘xclusively, and finds it safe and satisfactory from every point of 


Dr. Myres: In the last fifteen or twenty years I have operated in 
two hundred cases on the antrum of Highmore, and in the series 
f cases operated on eight or ten years ago [ do not think that mors 


than two per cent. of the operations were done under general 
h i- 1] 


esia. All the rest were done by the local method. I used a two to 


anes- 
t 
a four per cent. solution then, but I have gradually diminished the 
strength until I have got it down to one-eighth or one-tenth per 
‘ent. The mucous membrane was thoroughly anesthetized with 
the cocaine and adrenalin, and this makes the operation practically 


painless, unless you get near some dental nerve. I have tried some 


cases with water, and the result seems to be good. This is due to 
the pressure of the water on the nerves. 

Within the last few years I have done not more than ten per cent. 
of operations through the canine fossa; the others I have done 
through the inferior nasal. In that class of cases we use the light 
platinum needle introduced under the inferior turbinal, or after a 
section of it has been taken off. It is well to introduce the cocaine 

= 
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and adrenalin into the small hole in the antrum, for the most pain 
is in the antral mucosa. It is remarkable what an anesthetic con 
dition is produced by so weak a solution; but even with the strong 
solutions I have never noticed much constitutional effect. There is 
a great deal in the method employed. I do not believe in putting 
cocaine on a region upon which [ do not intend to operate. To 
spray it on the nose diffusely, or where it will discharge into the 
nose, will produce a much worse constitutional reaction with a weak 


solution than would be produced by using a strong solution on a 


] 


small swab, and not jetting it flow out upon other spots. It shoul 


be held in the proper place with a small pledget of cotton. 

So far, | have nothing to regret in the use of local anesthesia. |] 
am a sort of chronic “knocker” on the question of the death rat 
from general anesthesia. Since J have belonged to the brotherhood 


I have been able to get more evidence of this than can be obtained 


— 


from the papers. If you have once lost a patient in this way, you 


friends are willing to tell you about those that they have lost, and 
it is surprising to find how many there are. Within the last few 
weeks a friend of mine had a very sad case of the kind. It is not 


right to blame the result upon the anesthetist, for it is due to the 


operation. When you.take the responsibility of ordering the giy 


+ 


ing of a general anesthetic you must take the responsibili 





death. The anesthetist is doing what he does under your direction, 


and the responsibility for the result must be assumed by 


Dr. CASSELBERRY: From a limited experience with the radical 
operation through the canine fossa I can testify to the efficiency 
of local anesthesia. I have done the operation throug 
fossa under local anesthesia but once, and that was in the case of 
an old man to whom I hesitated to give a general anesthetic. It, 
however, took me considerably longer than Dr. King has stated, 
probably because I am not so experienced with the local anesthesia 
method as he is. The anesthesia was satisfactory in every respect 
except in the curetting of the interior of the cavity, which was pain 
ful to the patient, notwithstanding the efforts I made to apply the 
cocaine within the cavity. JI do not think of making any effort to 
inject the cocaine into the region of the infra-orbital nerve, but I 
have no doubt that this would be a very useful addition to the pro- 


cedure. I shall adopt it in future if I have occasion to do so. 


Dr. Buiss: I should like to ask Dr. Myles whether that fatal case 
afer general anesthesia occurred after the use of ether or of chlo- 


roform. I have been very much impressed by his statement. It is 


Jo 
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astonishing how very rarely any of us have untoward experiences 
after the use of ether. I should be very much pleased to have him 
tell us what anesthetic was employed. 

Dr. Mytes: I was not present at the operation. One instance 
was a case in which { was consulted. The patient died a day or so 
after the operation, and I was informed of it. The other instance 


was very recent, and my friend just told me that the patient had 


died after the operation [ did not ask particularly concerning the 
details of the administration of the anesthetic. 
Dr. KinG (closing): I should merely like to emphasize one point 


about this method. Not only is it a question of getting thoroughly 


efficient anesthesia by means of cocaine, but the use of a local anes- 
thetic also facilitates the operation. The greatest obstacle in doing 


these operations about the mouth with a general anesthetic is the se- 








cretion, especially creating the necessity of repeatedly cleaning out 
the throat. The wound is constantly reinfected by the secretions 
This is obviated by the use of local anesthesia 

\s to the time of the operation, which Dr. Casselberry spoke of 
I find that I can do it in half the time that it would take under gen- 
ral anesthesia. be cause it loes not tal ec 3svU lor to o1Vvi Cc caine, 
and the rest of the opé ration can be done without stopping f ur- 
ther anesthesia—except in the interior of the cavity, which is the 
most sensitive point. If you begin b iking a little ope c : 
not painful at a hen, before 1 Des ‘ . Cup : 
Can inject a ten per ¢ { uli ( Ol rie ry t t ‘ “s 
it thoroughly opened the part is pre ell anesthe ‘ 
swab in a stronger s O1 he tel urface of th 


Myxofibroma of the Naso-Pharynx, Causing Disfigurement. 
Report of a Case and Exhibition of Specimen. By D. 
BRADEN Ky Le, M.D. 


The common site of origin of Myxofibroma of the naso-phary1 


is from the basilar process of the occipital bone. It may extend up 
ward or downward and the rate of growth varies. The symptoms 
vary according to the direction of the extension. 

Dr. Kyle reported a case and exhibited the specimen re ved. 
The growth in this case was pedunculated, and had its origin at the 


posterior end of and underneath the right superior turbinate body. 
It had extended chiefly in the right nares, completely blocking it 


and by deflection of the bony septum to the left it occluded the left 


nostril also. Removal of the growth was almost without hemor- 








508 SOCIETY PROCEEDINGS. 


rhage, and was followed by complete recovery, six weeks after oper- 
ation the nose appearing about normal. 
DISCUSSION. 

Dr. Fartow: One symptom that occurred in a patient of mine, 
and did not occur in Dr. Kyle’s patient, is extreme change in the 
voice. My patient was a man nearly sixty years of age. I in- 
quired his name, which he said was Mr. Batson, and [ wrote it down 
that way. He saw me do it, but made no remark. J found his post 
nasal space filled up with a growth, which was larger than the one 
from Dr. Kyle’s case. I had considerable difficulty in removing it. 
I could not get it out with a snare, but had to use the forceps. | 
pulled the tumor down, got hold of the pedicle, and cut it off that 
Way. 

As soon as it was over, the man said: “You remember that you 
wrote my name down as Batson. ‘My name is Matson. I have had 
this trouble two or three years, and since it began IT have moved to 
another place. Where ] formerly lived everyybody knew me as 
Matson; but where I now reside they all call me Batson. When 
letters for me come addressed to Mr. Matson, the postoffice authori 
ties do not know whom they are for.” I was greatly surprised to 
find that, although there was still great weakness, the character of 
the yoice changed immediately after the operation. 

Dr. Watson: Ten years ago I had a case like this, except that 
the growth was more extensive. It hung down from the naso- 
pharynx, and when it was removed the body of the growth from 
the pharynx measured about six inches in circumference. It also 
involved both sides of the septum, and extended into the antrum on 
one side. It was producing some protrusion of the face on that 
side. ‘The interesting part of this case is the treatment. 

First, I removed with the snare the large mass that filled the naso- 
pharynx. Then the entire vault of the pharynx was found to be 
covered with this filth. I tried to strip it off with the tearing for- 
ceps, but was unable to tear away only a small piece at a time. As 
fast as I cleared it away it was reproduced, and it continued to in- 
crease until I began to use the electric needles, one in front of and 
one behind the growth. I did this two or three times a week for 
four weeks, and then the patient went home. After a month or two 
he came back, and I found that the growth had diminished. I gave 
him another treatment, and he later wrote me that he could breathe 
freely, and that the mass had gone down on the side of his face. I 
presume he is well now, as I have not heard from him since. 
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Dr. Kinc: I simply want to mention a case of myxofibroma re- 
moved recently. A tumor about the size of a large pigeon egg had 
made considerable deformity of the face, and when it had been 
removed I found it to have been attached by a pedicle to the alae 
of the nose. 

Dr. LINcoLNn: I recently saw a case similar to Dr. Kyle’s in hos 
pital work, and I wish to bring out the point that all cases are not so 
favorable in regard to blood-vessel distribution. In mine, adhesions 
had taken place all over, and operation by means of intranasal snares 
and forceps was impossible. I had to remove the nose from the 
face and lay it over on one side, which permitted of a free access 
to the tumor. The adhesions had to be separated with the spatula, 
and the cautery had to be used. It required a great deal of pack 
ing. I was glad that, in removing the nose, I had cut in upon the 
surface of the sound side, for when it was replaced upon the fac« 
the inevitable suppuration did not come through my wound, but was 
discharged into the pharynx. The ttimor was not entirely removed 
in the nasopharynx, but it afterward yielded to treatment with the 
electric needle. 

Dr. SwAtIn: How firm was the tumor? It seems unusual to have 
deformity from such a soft tumor as a myxofibroma. 

Dr. MACKENZIE: Some years ago, at the University of Maryland 
I had a large fibroma of the larynx, which seemed to be rooted al- 
most everywhere. I attempted to remove it with the cold wire 
snare, but broke three snares in the attempt. I broke practically 
every instrument I had, and finally decided to pass it over to the 
Professor of Surgery. I did so, and he did a modified Langenbeck, 
dissecting the growth out in that way. It was found that it would 
have been absolutely impossible to have removed it through the in 
ternal route. A very large artery was severed, and blood spurted all 
over the table, but the hemorrhage was finally controlled. 

This case proves the truth of what Dr. Lincoln has said, that 
these growths are sometimes impossible to remove through the in- 
ternal passages, because they are rooted in so many places. If I 
had severed this artery in removing the growth, and had had the 
serious hemorrhage that followed, it would hardly have been possi- 
ble to have controlled it. 

Dr. CAsseLBeRRY: I wish to call attention to the fact that the dis- 
cussion seems to have embraced two classes of growth: those we 
have heard about from the last speaker belong to the class of naso- 


pharyngeal fibroma, and those concerning which the paper was writ- 
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ten are the myxofibromata, which dip into the nasopharynx. The 
two conditions should not be confused, because the treatment of one 
is entirely different from that of the other. 

Dr. MACKENzIE: I stated that my case was a pure fibroma. 

Dr. Kyte (closing): I did not refer particularly to the change of 
voice, but merely referred to it as the typical nasal twang. 

In regard to the point made by Dr. Swain, these tumors are cer- 
tainly very soft; and it has also puzzled me why such soft masses 
could cause so much bony displacement. Myxofibromata are not 
very vascular. There was practically no hemorrhage in this case. 
[he patient made a good recovery, but whether there will be any 
return I cannot say, as it has scarcely been six months since I re- 
moved the tumor. I have frequently removed larger growths from 
the nasopharynx, but the fact that this soft growth grew forward, 
causing bony displacement and external deformity, was _ rather 


uniqut¢ 


A Case of Epithelioma of the Tongue; Operation; Recovery. By 
Ropert C. My es, M. D. 


The case reported was of a man, aged 64, with a cancerous g 


rowth 
about one inch in diameter on the left side of the tongue. Before 
operation iodide was exhibited, eighty grains three times daily for 
three weeks, without effect. At the operation the superficial and 
deep cervical glands and the submaxillary salivary and lymphatic 
glands were first removed and much of the connective tissue along 
the jugular vein and carotid arteries was excised. Then the tumor 
was removed with a margin of healthy tissue from one-half to one 
inch in all directions. 

The microscopic diagnosis was of a squamous-celled carcinoma in 
early stage. 

DISCUSSION. 

Dr. Bryan: I have been very much interested in malignant dis- 
ease of the tongue, since J have had some very unfortunate cases. 
I reported two cases that have turned out badly, and a brief history 
of them may not be out of order. 

In one I discovered on the lateral border of the tongue an ulcera- 
tion that had been in existence six months. All the doctors that 
had been consulted had considered it a stomach ulcer. The disease, 
however, had shown no tendency to subside, and I recognized the 
condition and sent the patient to London. There Mr. Butlin re- 


moved half the tongue and part of the floor of the mouth, and three 
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weeks afterward the cervical glands on the affected side. There 
was no glandular enlargement perceptible by palpitation at the time 
of the operation on the tongue, and no enlargement was evident 


microscopically in the glands of the affected side after their removal 





Vi 
The patient returned to this country, and did very well until the 
first of last March, when he discovered a small enlargement on the 
opposite side of the neck. Within two weeks after this there was a 
ver) rapid development. Dr Kerr, who was called il, did i n 
plete Oy ration, and found an enormous mass at the junction of tl 
carotid on the opposite side The carotid and the jugular were 
thoroughly imbedded and had to be excised. ‘The man died of pre 
monia forty-eight hours after the operation 
The second case was one in which the growth was at the base « 
he tongue, and was operated on by th Kocher eth 2ecu ( 
took place six or eight months afterwards 
I have recently had a third case operated on, and th t is 
now doing as well as possib! circum é 
Reva go ¢ onosis eis ) ( it tate 
patients depends upon the earl orniti he diseas« I} 
cases should be recogni t precance! Lo Is there 
1 Stage Lust e operate be fc ( ire \ ( l | 1 | 
ise is malignant T di it believe t we ever savy that 
tient is cured of malignant disease occurring in the upper 
sages of the tongue until three or fo ear ve ed since th 
opé¢ ration. 
Why the disease should occur on the opposite side 1s « vident from 
the anatomy of the tongue. It is rich in lymphatics, the circulation 
of which the raphe is not sufficient to shut off. In discussing the 


case with Mr. Butlin, he said that the glands on both sides ought t 


be excised, and that was also the opinion of Prof. Kocher. ‘The 
case operated on in England did so well that we felt that the man 
would survive. The patient recently operated on by Dr. Finney is 


I believe, also doomed. 


Dr. Sonis Conen: There is a difference in the management of 
these cases. Some operators remove the glands at the time of re- 
moving the tongue, and others wait for two or more weeks after- 


ward, or till cicatrization has taken place. 

Dr. MACKENZIE: It is growing more evident to the surgeons in 
Baltimore that, in order to complete the tongue operation, the whole 
floor of the mouth must be excised. 
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Dr. Bryan: Mr. Butlin removed the whole floor of the mouth, 
deep down into the larynx. 

Dr. Grorce E. SHAMBAUGH: I had a case of cancer of the neck 
that seems to me to have been rather unusual. I think that the de- 
velopment of the tongue explains and clears it up. The anterior 
part of the tongue develops in halves, whereas the back part de- 
velops as a central ‘piece. 

Dr. My es (closing): I believe that my case should have been 
operated on ten weeks before. Even if we have it ourselves, it is 
hard to get the idea into the minds of the patients that an excision 
should be performed at once. If we could do this we could more 
frequently report a cure. 

Dr. Bryan has. made the point of whether the pathologist is able 
to find evidence of the presence of malignant disease early enough 
to enable us to operate with the hope of cure. It seems to me that 
the microscopic evidence is there, and that the pathologist ought to 
increase his knowledge regarding incipient cancerous growth. There 
must be a precancerous stage, and what are its characteristics? I 
have asked a number of pathologists, and none of them seemed to 
know. One said that he thought I had had unlimited, bravery to do 
that operation with the little evidence of malignancy that I had. 


The general appearance of the growth led me to believe it to be 


malignant. ‘This did not consist so much in ulceration as in a pe- 
culiar hardness, which did not yield to the iodide. 


I am not in favor of taking out pieces for microscopic examina- 
tion. In this case the pathologist examined thirty sections before 
he obtained the necessary evidence. It is, however, a complete and 
perfect demonstration of the character of the growth. The man 
certainly would have lost his life. I do not say that he is cured now. 
The question is, can we help a few patients to get well? If we can 
cure a few, we shall feel encouraged to operate on others, 


the A'merican Laryngological Association to be Continued.) 





